South African ge S.-A. Tydskrif 


Medical Journal vir Geneeskunde 


Organ of the Medical Association of South Africa Vakblad van die Mediese Vereniging van Suid-Afrika 


incorporating the South African Medical Record and the Medical journal of South Africa 


RED AT THE POST OFFICE AS A NEWSPAPER 


Cape Town, 27 October 1951 


IN THIS ISSUE 
Editorial: Van die Redaksie 
What is Mongolian about the Mongolian Spot? 
Wat is Mongools Omtrent die Mongoolse Viek? 


Original Articles 
Cranio-Cerebral Trauma 


Fat Necrosis of the Breast 
Sickle Cell Anaemia 
Arterial Embolectomy 


Reviews of Books Correspondence 
New Preparations and Appliances In Memoriam Passing Events 
Support your Own Agency Department (P. xix) 


Ondersteun u Eie Agentskap-Afdeling (BI. xix) 
Professional Appointments (Pp. iii, xxii) 


for relief in allergic conditions 


“ ANTHISAN PHENERGAN “..... 
mepyramine maleate promethazine hydrochloride 


, ihistaminic with mor wertul 
the general purpose antihistaminic 
@ and prolonged action 


MAY & BAKER LTD es 


MAYBAKER (SOUTH AFRICA) (PTY.) LTD., P.O. BOX 1130, PORT ELIZABETH 


ve 
Vol. 25, No. 43 Weekly 2s 
ay 
3 4 
is 
| | 
q 
a 


S.A. MEDICAL JOURNAL 


Acute Bacterial Endocarditis 


resistant to penicillin and sulfadiazine 
“cured” with Terramycin therapy 


Case J. S., age 19, female: Staphylococcus aureus septicemia with 
acute mitral endocarditis and embolic left-sided hemiplegia. Severely 
ill and semicomatose on admission on the ninth day of illness, after 
failure to respond to intermittent treatment with sulfadiazine and 
penicillin at home. “Having further failed to respond to an additional 
1,050,000 units of penicillin, terramycin therapy was instituted on 
the llth day of illness [initial dose, 1.0 Gm. q. h. 3x; subsequent 
dosage ranged from 0.5 Gm. q. 4h. to 0.75 Gm. q. 3 h.). Progressive 
gradual improvement ensued.” Result: “cured.”* 
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acute and chronic conditions affecting a wide range of 
systems, organs and tissues. 
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malnutrition. The blood exhibits anaemia, red cells being 

far below 5 million per cubic centimetre and the haemoglobin 
greatly reduced. Appetite is capricious and anorexia often 
present. 

In a case of this kind — in fact, whenever a patient manifests 
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DIAGNOSTIC SET 


This Basic Diagnostic Set with Large Handle can either 


be used on its own or may be regarded as a basis for the 
accumulation of a more comprehensive outfit by adding 


other interchangeable components at a later date 


Gowlland instruments are chromium-plated, untarnish- 
able, strongly made and of advanced design. They 
incorporate all the latest manufacturing improvements 
and represent quite unbeatable value-for-money. 
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moscope, Aurtscope with three interchangeable Specula, Large Battery 
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ASPIRIN 


is an acidic substance 
sparingly soluble. 


DISPRIN 


is soluble, stable, substantially 
neutral — and palatable. 


The reasons for preferring calcium aspirin to 
aspirin lie chiefly in the fact that it is a 
neutral, soluble and bland compound, whereas 
aspirin is acidic, sparingly soluble and may 
act as a gastric irritant. 


But calcium aspirin has a defect of its own—chemical instability; 
and in consequence attempts to manufacture it in the form of 
tablets that could be depended upon to remain free of nauseous 
breakdown products, under reasonable conditions of storage, 
have hitherto met with little success. These difficulties have now 
been overcome. Disprin, a stable, tablet preparation, readily 
dissolves to yield a palatable solution of calcium aspirin that 
can be prescribed in all conditions in which acetylsalicylate 
administration is indicated. 


Extended clinical trials 
in Britain show that 
Disprin in massive dos- 
age, even over long 
periods, can be toler- 
ated without the de- 
velopment of gastric or 


systemic disturbances 
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Recently, Vitamin B,, has achieved 
considerable prominence in the field 
of paediatrics, insofar as anorexia and 
“indolent food habits’ are con- 
cerned. Remarkable results have been 
noted, pointing to the effectiveness 
of this newly discovered Vitamin 


in such syndromes. 
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“one nervous woman can give rise to more diverse, undiagnosed and undiagnosable 
complaints than a whole pathological ward.” 


Harding, T. S.: M. Rec. 160:198, 1947 
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For the many patients, especially women, who complain 

of nervous tension throughout the day and wakefulness during 
the night, ESKAPHEN B ELIxiR is an ideal preparation. 
EsKAPHEN B ELIrxir provides both the calming action 

of phenobarbitone (4 gr.—16 mg.—per 5 cc.) 

and the tone-restoring effect of aneurine hydrochloride 


(5 mg. per 5 cc.). 


‘Eskaphen B’ Elixir 


The delightfully palatable combination of phenobarbitone and Vitamin B, 


PHARMACAL PRODUCTS (PTY.), LTD., Diesel Street, Port Elizabeth, C.P. 
for SMITH KLINE & FRENCH INTERNATIONAL CO. 
Owner of the trade mark “Eskaphen B’ 
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APONDON 


for Safe weight reduction 


These _ill- effects 

Actions do not arise with 
of APONDON 

Weight Thyroid by reason of its 


unique composition 


BASE 


Standardised THYROID, our choline derivative PACYL, pure 
ERGOT alkaloids. PACYL and ERGOT synergetically suppress 
the undesirable non-metabolic thyroid influence. 
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Obesity, myxcedema and allied endocrine dysfunctions. 
During 2 years of observation Apondon was used in 60 cases of obesity 
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overfeeding. The results were most favourable, and showed the 
superiority of Apondon to ordinary thyroid preparations. 
G. STOETTER, Med. Clin. 1936/30. 
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For the pre-operative toilet 
of the surgeon's hands, and as 
a cleansing and antiseptic appli- 
cation to cuts, abrasions, wounds, 
burns, etc.; the Jelly may also be 
used as a protective film for the 
hands prior to rectal or vaginal 


examination. 
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ASPECTS OF CRANIO-CEREBRAL TRAUMA 
6. PROGNOSIS AND TREATMENT 


Davip A. Muskat, Cu.M. 
General Hospital, Johannesburg 


From the aspect of chances of survival two main con- 
siderations enter into the prognosis, viz. the primary 
injury and the secondary manifestations, in addition to 
which errors in diagnosis, belatedness in diagnosis, inade- 
quacy in treatment, mishandling in the surgical approach 
to the patient, misuse of drugs, bad nursing and previous 
exposure of the patient, may all seriously affect the 
patient's survival. 

Survival of the first 12-24 hours, the critical period, 
means that the primary injury by itself is insufficient to 
cause death and if the secondary factors such as oedema, 
haemorrhage, herniations, hydrocephalus and_ infection 
can be combated successfully, the patient will recover. 
Rowbotham (1949) found that fatalities were 30%, higher 
in conservatively treated patients than in those treated by 
active methods (including dehydration). Gurdjian and 
Webster (1943) remark that, if Nature is given a chance, 
70%, of severe injuries will recover. If left alone the 
remaining 30%, will die. Of these 10% can be saved by 
decompression and other operative means and, as to the 
rest, no treatment is of any avail. Hawkes (1943) found 
that a surprisingly large proportion of patients in whom 
unconsciousness was prolonged for days or weeks 
recovered without residual signs, particularly after the 
first three days; if this critical period is survived, the 
prognosis improves greatly. Factor: like paralysis or the 
existence of fracture with a ‘major’ contusion of the 
brain increase the gravity of the prognosis (McGregor, 
1942). 

Intraventricular haemorrhage is invariably fatal, so also 
intracerebral bleeding of arterial origin. When bleeding 
is venous, however, the prognosis is good provided evacua- 
tion is effected (Scarff, 1945). Acute subdural haemato- 
mata depend to a great extent on the associated primary 
injury for the chances of survival. Rarely does surgery 
in the early stages result in recovery, i.e. in the first 24 
hours. After this period, when the haematoma is going 
into the subacute phase, the prognosis progressively 
improves, so that by the end of the second week the 
mortality is 8-10% (King, 1943). The prognosis in chronic 
subdural haematoma is good provided, of course, that the 
condition is recognized and adequate surgical treatment 
is instituted. When these patients persist in deep comas 
for 12 hours or more, however, they will probably die 
(King. 1943), emphasizing the importance of not delaying 
Operation in these cases. The simple ‘ uncomplicated ° 


extradural haemorrhage treated in time, 1.e. before lapsing 
into the second phase of coma, will respond remarkably 
well to evacuation. A _ rapidly expanding lesion, Le. 
within the first 24 hours has a poor prognosis (Munro, 
1938). Absence of a ‘latent interval’ indicating severe 
brain damage, severe toxic dehydration and any asso- 
ciated shock or haemorrhage impart a grave prognosis. 

A good, full pulse, not necessarily slow, even respira- 
tion, a well-sustained blood pressure and a moderately 
raised temperature usually augur well for recovery; so 
also does cerebral irritation. When the pulse becomes 
racing, the breathing stertorous, the blood pressure low, 
and either hypothermia or hyperthermia supervenes, the 
outlook is usually hopeless. When unilateral dilatation 
of the pupil occurs in an unconscious patient the prognosis 
becomes grave and, in this respect, as a potential cause, 
temporal lobe lesions are particularly dangerous. Bilateral 
fixed dilated pupils are invariably fatal and are regarded 
by Munro as a terminal phenomenon. Even when not 
fully dilated, absence of reaction to light is equally serious. 

Treatment. This will be discussed mainly around the 
question: Will the patient survive and what can be done 
to promote his survival? There is no routine treatment 
of severe cranio-cerebral injuries, for we are dealing with 
a variable and varying pathology—primary injury, in our 
present state of knowledge not amenable to therapy 
except possibly primary excision of damaged areas, 
oedema, haemorrhage and the other secondary manifesta- 
tions. These may all occur together, or singly, or in com- 
bination and it behoves the ever-watchful surgeon to be 
able to recognize or even suspect their development, where 
suspicion may lead to operative interference—hence the 
expression ‘ watchful inactivity’ not to be confused with 
inactively watching. The patient (particularly the uncon- 
scious patient) must be watched for a purpose, which is 
the recognition of the slightest change indicating com- 
pression or deterioration. ‘The highest goal will always 
be attained by the most intensive studies of each case as 
an individual and by the best men’ (Gurdjian and 
Webster, 1943). No head injury is so trivial that it should 
be neglected nor so bad that there is no hope for recovery 
(Byrnes, 1946). 

The first essential is to establish that the condition of 
the patient is in effect due to head injury and not to such 
causes as uraemia, diabetes, epilepsy, malaria, drugs, 
alcohol, etc. Evidence of scalp trauma is not always 
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conclusive as the injury may occur subsequent to the onset 
of coma. According to Osborn (1943) one out of every 
10 patients has not got the head injury being treated, the 
coma of shock often being diagnosed as the coma of 
coneussion. The prevention of such an error is obviously 
the complete examination of the patient. 

Head injuries may be divided into two great groups: 

(a) The non-operable; 

(b) The operable. In the former treatment may be 
adopted by 

1. Lumbar puncture; 

2. Dehydration; 

3. The use of neither, the surgeon being content to 
watch and await developments, if any. 

The findings of numerous investigators have negatived 
the earlier optimistic reports of dehydration methods. 
Water deprivation is being increasingly recognized as a 
toxic factor and, occurring in patients already losing 
fluids by external haemorrhage. vomiting and loss of 
ingestion, it may contribute in no small manner to a fatal 
issue. It is felt that no patient has been saved by dehydra- 
tion therapy General nursing care, maintaining the 
nutritional requirements in proteins (mainly as hydroly- 
sates), carbohydrates, fats and vitamins—all given by 
intragastric drips, occasionally parenterally, ensuring suffi- 
cient oxygenation of the blood by administration of 
oxygen either by mask or intranasal catheter, and giving 
sufficient fluids to maintain normal metabolism—these we 
consider the necessary measures to tide the patient over 
the critical acute phase of his injury. If the patient shows 
no signs of improvement, or there is deterioration, then 
resort should be had to exploration. 

The operable group of cases fall into three classes: 

1. The compound fractures: 

2. Decompression; 

3. The treatment of haemorrhagic and other fluid 
accumulations 

In the former full débridement, cleansing, removal of 
foreign bodies and the general ‘toilet’ of the wound are 
prime considerations. It has usually been conceded that 
all wounds should be treated by primary suture within 
the first 12 hours after injury but with modern methods 
of antibiotic therapy this interval of time has been 
extended to 48 hours and even more (Hooper, 1947), pro- 
vided the patient is on such therapy. If not, a ‘light 
débridement '—excising tags of skin, removing particles of 
grit, hair, foreign bodies, loose pieces of bone that would 
otherwise sequestrate, loose suturing——is practised, In asso- 
ciation with intensive administration of penicillin and 
suloha drugs 

Decompression. There is no clinical indication for this 
operstion per se. What indication there is, is for explora- 
tory cramotomy. When multiple burr holes (to do a case 
properly a minimum of four its necessary) reveal no 
haematoma. either extradural, subdural or intracerebral. 
then a subtemporal decompression, preferably on the right 
side. should be done. Le. of course, if the brain is tight. 
non-pulsatile and bulging. Decompressive protrusion of 
the brain is less likely to cause damage on the right side 
in right-handed individuals. A wide decompression not 
only allows more snace but militates against cortical 
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trauma. When there is a unilateral fixed dilated pupil 
and no cause ts found, then that side should be decom- 
pressed in order to allow the herniating uncus to reduce 
itself. When a haematoma is found it is often still neces- 
sary to do a decompression on that side to allow for 
subsequent reactionary oedema. Ihese cases are usually 
gravely ill and the shorter the operative procedure the 
more chance is there for survival. Raising a sufficiently 
large bone flap is a time-consuming operation and 
although it has the advantage of preserving a bony cover- 
ing in case of recovery, is not warranted; the rapid 
nibbling away of a large portion of bone around a sub- 
temporal hole can be more speedily effected and is 
definitely the procedure of choice. 

The Operative Treatment of the Haematomata. The 
clear-cut indications for operation in all those cases 
exhibiting the ‘interval syndrome’ are now well estab- 
lished, but it is those cases admitted in coma or semi- 
coma and remaining in this state that present the surgeon 
with an extremely difficult problem. As stressed by Hyde, 
Rowbotham and others, no case should be allowed to die 
without having the benefit of an exploratory craniotomy, 
unless the injuries of the patient are so severe as to pre- 
clude any hope of recovery. Haemorrhagic extravasa- 
tions, particularly of middle meningeal or venous sinus 
origin, can develop extremely rapidly and to wait 12 hours 
or more for the patient to survive the * primary injury’ 
is to await the development of decompensation and death. 
These are the rapidly developing compressions, but even 
those of slower formation, more especially the subdural 
and subcortical varieties, should be subjected to early 
exploration. A negative exploration is better than one 
too late (Scarff, 1945). The procedure, carried out under 
local anaesthesia, with transfusions. depending on the 
presence of any associated shock, and continuous oxygen 
inhalation will of itself not aggravate the condition of the 
patient. 

In acute subdural haematoma associated injury to the 
brain may cause such a degree of swelling and oedema 
that the blood literally spurts out of the opening. 
Although the prognosis is grave, there is no doubt that 
the removal of the blood may just allow the brain to 
recover and tide the patient over a critical period. Owing 
to the mechanism of trauma the bleeding is often bilateral. 
Nearly all such haematomata can be exposed by a burr 
or trephine hole in the fronto-parietal region two inches 
on either side of the midline (Gurdjian and Webster. 
1948). As the blood tends to track down towards the 
base. we feel that subtemporal holes will ‘strike’ the 
vast majority of cases and are done first, as an initial 
exploration for extradural haemorrhage. If a clot is 
found a subtemporal decompression is done on the side 
of the lesion and the subdural space is drained for 24-28 
hours. Some cases can be saved by this procedure. 

In the subacute type the intracranial disturbance of 
hydrodynamics has passed the acute phase. oedema is sub- 
siding and removal of at least part of the space-occupying 
lesion will be expected to cause improvement in_ the 
general condition. Often the brain has sustained such 
severe trauma that, in essence. the bodily functions are 
merely vegetative. General measures indicated above may 
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succeed in tiding the patient over the critical period. 
When the clot is solid, it is advisable to make a small 
bone flap in order to obtain complete evacuation (Voris, 
1946). 

Chronic subdural haematoma, when diagnosed and 
treated in time, lends itself to one of the most satisfactory 
Operations in surgery. Occasionally, and also in the sub- 
acute variety, the brain fails to expand after evacuation 
of the contents. In such cases Voris (1946) fills the sub- 
dural space with distilled water and leads a small tube out; 
1,000 cc. distilled water is given intravenously as well as 
an equal amount of normal saline. The tube is removed 
after 24 hours. Voris claims that he has had excellent 
results from this method, the brain expanding and no case 
ending fatally. 

In extradural haemorrhage accurate localization is not 
always easy; though, when a fracture is present, as it 
almost always is, the haemorrhage is usually subjacent. 
Difficulty arises, however, in long fractures when the 
haematoma may be anywhere along the course of the 
fracture. A long, flat, curved dissector is very useful in 
exploring the extradural space, gently depressing the dura 
away from the bone so that when a haematoma ts 
‘struck blood escapes alongside the instrument. If the 
dura is blue, tense and discoloured, it must be opened 
with due precautions. If no subdural haematoma is 
found and the brain is still tense and bulging, exploration 
of the temporal and frontal lobes (the commonest sites 
of haematomata) should be done. Such subcortical 


haemorrhages must be gently aspirated, as any strong 
suction is liable to reactivate bleeding. 
It the operation is too long delayed, compression of 


the brain stem takes place to such an extent that the 
condition is *irretrievable* (King, 1943). These cases 
present great urgency, according to King almost as great 
as stab wounds of the heart. Valuable time is often lost 
* watching * the patient. It may even be necessary to take 
the patient straight to the theatre and have him shaved, 
cleaned, prepared and operated on in one consecutive 
procedure. It is only by such almost heroic measures 
that some border-line cases can be saved. The simpler 
the operation the more the chance of recovery. 

Post-operative oozing and refilling is a problem. To 
keep the brain tight against the dura _post-operatively, 
Reichert and Morrissey (1941) advise the intravenous use 
of normal saline and many surgeons fix the dura to the 
pericranium in order to eliminate dead space and _ re- 
accumulation of blood. If no improvement occurs after 
draining an extradural haemorrhage, there should be no 
hesitation in exploring the opposite side, if this has not 
already been done, for either extradural or contre-coup 
subdural haematoma. 


THE ROLE OF DRUGS 


Anaesthesia. General anaesthesia in acute cranio- 
cerebral trauma is, in our opinion, to be deprecated. 
Local anaesthesia is the procedure of choice and can be 
given even in the very restless patient. Morphine gr. 1/6 
and Nembutal gr. 3 are given one hour pre-operatively. 
The hands are tied to the operating table in addition 
to the use of a restraining belt, and to an orderly or 
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nurse 1s delegated the task of controlling the patient and 
promoting a free airway. However, in particularly 
obstreperous patients general anaesthesia is necessary. 
Pentothal induction, followed by intratracheal N.O, O 
and ether, is that usually employed. Reduction in the 
oxygen content of inspired air in head injuries is 
dangerous and White and his co-workers (1941) have 
stressed the importance of adequate oxygenation. 
Morphine causes a depression of blood oxygen satura- 
tion (Schnedorff er al., 1940), depresses the utilization of 
oxygen by the brain tissue, causes an undesirable rise in 
cerebrospinal fluid pressure (Gurdjian and Webster, 1944), 
depresses the respiratory rate, masks the symptoms of 
severe head injury under observation and contracts and 
immobilizes the pupils, thus interfering with an important 
diagnostic sign. Despite all this, once the diagnosis has 
been made and operative measures indicated, the routine 
use of morphine in doses of 1/6-1/4 gr., as a pre-operative 
Medication in patients with a respiratory rate above 16 
per minute, has not resulted in any harm. This is its 
only indication. For general sedation the phenobarbital 
drugs are not very effective. Paraldehyde is a safe and 
fairly effective drug and can be given rectally, orally, 
intramuscularly or even intravenously. Doses are repeated 
as indicated by the patient’s behaviour. Codeine gr. 13 
and Nembutal gr. 3 are useful in cases of severe headache 
and restlessness (Gurdjian and Webster, 1944).  Over- 
sedation must be avoided, as it interferes with the observa- 
tion of the patient’s state of consciousness. However, 
despite sedation, the conscious patient is still rousable. 
Cushing (1908) considered atropine to be a desirable drug 
in head injuries and this is borne out by recent investiga- 
tions. Free acetylcholine in the cerebrospinal fluid is 
found in large amounts in cases of cerebral trauma, both 
experimentally and clinically, where normally there should 
be none. Suitable doses of atropine were found to abolish 
the electroencephalographic changes and the stuporose 
states. On the basis of these findings Ward (1950) 
administered atropine sulphate in doses of 0.1 mg./Kg. 
(ie. gr. 1/10 in an adult) with dramatic results in some 
cases of severe trauma. It has also been used to control 
the frothing and pulmonary oedema, though, in our 
experience, with negligible results. Oxygen, by tent if 
necessary, should be given in these cases. _ 
I wish to thank Professor Mackintosh of the Medico-Legal 
Laboratories, Johannesburg, for allowing me to work in his 
laboratory and permission to photograph the specimens illus- 
trated. I am indebted to Mr. van Schalkwyk, of the same 
Department, for the actual photography. To Dr. Shapiro, 
our Editor, I am grateful for his encouragement, advice. 
patience and meticulous scrutiny. 
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TOTATIN 


POTENCY PALATABILITY PRICE 


Each teaspoonful contains 16-25 TOTAVIT B is extremely palat- Low enough to meet your 
mgm. of B. Group Vitamins able and is readily accepted by patient's purse 
children 


A SOUTH AFRICAN PRODUCT MADE BY 


SAPHAR 


LABORATORIES LTD. 


P.O. BOX 256 JOHANNESBURG P.O. BOX 568 CAPE TOWN 
P.O. BOX 2383 DURBAN P.O. BOX 789 PORT ELIZABETH 


Burn in back of boy 


29th November. 9.30 a.m. Boy (B.R.) aged 1Sth December. Redressed. Over almost entire 
6\ years caught his clothes alight from a gas burn there was complete skin destruction 


fire, severely burning back and right buttock 
—_ en Burn covered with separating slough through 


10.00 a.m. Admitted to hospital. which early granulations were visible. 


GENERAL CONDITION: Pulse 104/min., volume — 17,4 December. OPERATION. General anaesthetic 
fair. Colour good Remaining slough and granulations stripped off 

LOCAL CONDITION: Deep burns of back and back and buttock leaving large clean raw area 
buttock involving 16° of body surface (Fig. 1). (Fig. 2). Covered with split skin grafts cut from 
both legs. Grafts fixed with a pressure dressing 
Child immobilized in light Gypsona P.O.P 
cast. (Fig. 3). 


11.00 a.m. Plasma transfusion started. 2.00 p.m 
100 c.c. of plasma given so far. Pulse good 


volume. Quiet and co-operative. 2.30 p.m. 
23rd December. Dressing. 100°, take of grafts. 


PLENARY DRESSING: Burn dressed with penicillin 
pe Paraffin gauze dressing applied 


cream (400 units per gramme), gauze, cotton- 
wool, and crepe bandages. Sth January. Back and donor sites soundly 


30th November. 10.00 a.m. Condition remained — 


most satisfactory. Plasma transfusion stopped 12th January. Discharged home, walking satis- 
after 900 c.c. had been given factorily 


These details and illustrations are of an actual case. T. J. Smith & Nephew 
Lid., of Hull, England, manufacturers of Gypsona, publish this instance— 
typical of many in which their products have been used with success. 


ENQUIRIES: SMITH & NEPHEW (PTY.) LTD. P.O. BOX 2347, DURBAN. 
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Shadow-free. brilliant iiumination No external light source required 
Offset obturator handle ring facilitates insertion and manipulation 
Specula instantly detachable for sterilization 

Scientifically shaped for painless examination 

Designed for use with Welch Allyn battery handle 


Adaptors available for attachment to other type handles) 


OPHTHALMOSCOPE 


The May type head has a prefocussed optical system which makes it unnecessary to adiust the instru- 
ment for clear focus The patented rotatable unit contains standard, pin hole. and slit apertures, as 
well as “white line’’ grid and red free filter. Pin hole aperture provides a constricted spot of light 
permitting examination through small, undilated pupils. The slit aperture assists materially in esti- 
mating the level of various areas of the retina The red free filter provides a contrast between 
he blood vessels and their background The ‘white line’’ grid can be used to determine size and 
ocate accurately certain lesions observed 


OPERATING OTOSCOPE 


A patented rotatable speculum holder provides greater operating space. No set screw adjustments 
are necessary and through the use of prefocussed ‘Waco Bright Light’ lamps abundant illumination 
$ provided at the distal end of the speculum. Through the use of direct illumination there is no 
light loss from prisms or projection lenses 


DISTALLY ILLUMINATED PROCTOSCOPES 


Welch Allyn distally illuminated proctoscopes and sigmordoscopes are designed to meet every re- 
quirement for thorough rectal examination and treatment Abundant illumination is provided 
directly at the area under observation and an unobstructed wew for diagnosis 1s assured through the 
use of a small, powerful "WACO" ‘Bright Light’ lamp. The outer tube is calibrated in centimetres 
and the inner tube is optically designed to reduce glare. The obturator tip is tapered and curved in 
an anatomically correct manner to facilitate the passage of the instrument through the sphincter 
muscle and by the prostate gland region ideally designed for use with No. 342 biopsy punch 


DIAGNOSTIC OTOSCOPE 


A diagnostic and pneumatic instrument provided with a large lens which gives a maximum field for 
observation Prefocussed “Waco Bright Light’’ lamps afford superior iilumination for critical 
diagnosis 


Now available in 4 sizes 


Sole South African Agents 


WESTDENE PRODUCTS 


(PTY.) LTD. 


22-24 Essanby House, 173 Jeppe Street, JOHANNESBURG 


P.O. Box 7710 Telephone 23-0314 
CAPE TOWN: 408/9 CTC Buildings, Pein Street Phone 2-2276 
PRETORIA: Centra! House, Centra! Street Phone 3-3487 
DURBAN: Alliance B'dgs., Cor. Gardiner and Smith Streets Phone 2-4975 


PORT ELIZABETH: P.O. Box 607 


DISTALLY ILLUMINATED 
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Write for the interesting leaflet 
“NEW AID TO ANAL AND RENAL DIAGNOSIS” 
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South African Medical Journal 
Suid-Afrikaanse Tydskrif vir Geneeskunde 


EDITORIAL 


WHAT IS MONGOLIAN ABOUT THE MONGOLIAN SPOT? 


The most characteristic feature of this pigmentary blemish 
is that it occurs in almost all the races of Man. It has 
been seen in American Indians, Chinese, the Cape 
Coloured people, Eskimos, Europeans (particularly 
brunettes), Japanese, Koreans, the people of the Malay 
Peninsula, Negroes, Polynesians, Portuguese and Spaniards 

The colour of the spot varies from very black (Negroes 
and Eskimos) to blackish grey (Polynesians), dark blu: 
(Japanese), pale blue (Europeans), slate grey (Chinese), and 
greenish (American Indians). In Ecuador and Peru the 
spot is referred to as ‘the family emerald’, and in these 
countries it is regarded as undoubted evidence of recent 
miscegenation. Indeed, to call a citizen of those parts ‘a 
greenback’ is to offer him a most grave insult.’ 

It is generally stated that the spot first appears in the 
foetus at the fourth month. It is most commonly seen in 
the newly born and has usually disappeared by the seventh 
or eighth year. Occasionally it may persist into adult life. 
Although it is seen most frequently in thé lumbo-sacral 
region, this evanescent pigmentation is also found in other 
parts of the body. 

Anthropologists are not agreed whether the blemish 
represents the rudimentary persistence of the widespread 
functional layer of pigment found in certain monkeys or 
whether the incidence amongst European children is the 
remaining evidence of the invasions of Attila (fifth cen- 
tury), Ghengis Khan (12th century), and of Tamerlane 
(14th century).- Indeed, Boyd is sufficiently impressed 
with the latter hypothesis to compare it with Candela’s 
theory of the introduction of the blood group gene B into 
Europe by a spread from east to west. 

It is obvious from all these facts and speculations that 
the pigment spot can hardly claim to have the status of 
what Perry has called ‘an exclusive race characteristic °. 
It is not even certain that it has the same anthropological 
value as have such traits as skin colour, hair, etc. In so far 
as the anomaly can be said to follow Mendel’s laws of 
inheritance, the spot provides no evidence of racial origin 
or purity and, indeed, it would be most mischievous to 
argue from it the presence of a recent introduction of 
Negro, Mongolian or any other type of blood. The only 
satisfactory conclusion which suggests itself is that there 
is nothing peculiarly Mongolian about the Mongolian spot 
and that it is a complete misnomer. 

1. Perry. D. D. (1950): Arch. Pediat., 67, 231. 
2. Bovd. W. C. (1950): Genetics and the Races of 
p. 313. Oxford: Blackwell Scientific Publications. 
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Man, 


VAN DIE REDAKSIE 


WAT IS MONGOOLS OMTRENT DIF MONGOOLSE VLEK ? 
Die mees besonderlike eienskap van hierdie gekleurde viek 
is dat dit feitlik by alle menslike rasse voorkom. Dit is 
al waargeneem by Amerikaanse Rooihuide, Sjinese, die 
Kaapse kleurlinge, Eskimos, Eudropeane (veral donkervel- 
liges), Japanese, Koreane, die mense van die Maleise 
Skiereiland, Negers, Polinesiérs, Portugese en Spanjaarde. 

Die kleur van die viek wissel van pikswart (Negers en 
Eskimos) tot ‘n grouswart (Polinesiérs), donkerblou 
(Japanese), ligblou (Europeane). leikleurig (Sjinese) en 
groenagtig (Amerikaanse Rooihuide). In Eucador en Peru 
word die viek genoem die ,smarag van die familie’ en 
dit word in hierdie lande beskou as ontwyfelbare teken 
van rassevermenging. Dis inderdaad 'n belediging vir ‘n 
burger van daardie dele om ‘n ,groen-rug’ genoem te 
word." 

Algemeen word meegedeel dat die viek vir die eerste 
keer by ‘n 4 maande oud foetus aangetref word. Dit 
word gewoonlik waargeneem by pasgeborenes en verdwyn 
gewoonlik weer teen die sewende of agste jare. Somtyds 
duur dit voort tot die volwasse leeftyd. Alhoewel dit 
meesal in die onderkruis-area gevind word, kom hierdie 
verbygaande verkleuring ook voor op ander liggaamsdele. 

Volkekundiges kom nie daaromtrent ooreen of die viek 
‘n oorblywende res is van die wydverspreide, diensdoende 
pigmentaag, wat by sekere aapsoorte gevind word nie, dan 
of die verspreiding daarvan onder Europese kinders, ‘n 
oorblywende bewysgrond is van die invalle wat gedoen is 
deur Atilla (vyfde eeu), Ghengis Kahn (12e eeu) en deur 
Tamerlane (l4e eeu).* Inderdaad verkeer Boyd genoeg- 
saam onder die indruk van laasgenoemde veronderstelling. 
om dit te vergelyk met die .eorie van Candela oor die 
invoering van die geen-B bloedgroep na Europa, deur ‘n 
verspreiding van Oos na wes. 

Dit is duidelik uit al hierdie feite en veronderstellings 
dat hierdie kleurviek skaars aanspraak kan maak op die 
status, soos deur Perry uitgedruk, van ,’n aparte rasse- 
kenmerk’. Dis nie eens seker nie of dit van dieselfde volke- 
kundige betekenis is as in die geval van velkleur, hare. 
ens. In soverre hierdie afwyking beskou kan word as 
gehoorsamende die oorerwingswette van Mendel, verskaf 
die viek geen bewyse vir rasse-oorsprong of -reinheid nie, 
en dit sou inderdaad allerverderfliks wees om op grond 
ddarvan te redeneer dat daar Neger. Mongoolse of enig 
ander onlangs ingevoerde bloedsoort aanwesig is. Die 
enigste bevredigende slotsom wat homself opdring is dat 
daar dus niks besonderlik Mongools is omtrent die Mon- 
goolse viek nie en dat dit derhalwe ‘n algehele verkeerde 
benaming is. 

1. Perry, D. D. (1950): Arch. Pediat., 67, 231 
2. Boyd. W. C. (1950): Genetics and the Races of Man. p. 313. 
Oxford: Blackwell Scientific Publications. 
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FAT NECROSIS OF THE BREAST 
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Johannesburg 


Although an uncommon condition, fat necrosis occurs 
frequently enough to deserve a constant place in every 
surgeon's mind when he is dealing with firm tumours in 
any adipose tissue, but especially so in the female breast, 
where differential diagnosis from carcinoma is often 
difficult. 

The history of fat necrosis dates back to 1896, when 
Shattock described a case of * saponifying necrosis* in a 
lipoma of the thigh. The term ‘traumatic fat necrosis ° 
was applied by Lanz in 1898. In 1920 Lee and Adair ' 
redirected attention to this condition, and since then a 
considerable number of cases has been reported. 

The essential feature of fat necrosis is the slow, aseptic 
saponification of neutral fats by blood and tissue lipase, 
analogous to pancreatic fat necrosis, but much milder in 
degree and independent of any direct action of pancreatic 
lipase. An area of fat is devitalized, its fatty acids are 
liberated to react with the calcium of the local tissue fluids, 
and are then saponified. At the area of injury a mixed 
deposit of fatty acid crystals and of calcium soap results. 
These act as local irritants and stimulate the tissues to the 
production of phagocytes and foreign-body giant cells, and 
afterwards of fibroblasts, to initiate repair. Eventually the 
lesion cicatrizes and any unabsorbed fats and saponifica- 
tion products become enclosed in fibrous tissue. A thick- 
walled cyst containing yellow fluid results, and calcification 
is frequent in the late stages. 

Etiology Experimentally, fat necrosis has been 
produced by pinching the skin and subcutaneous tissues 
of young pigs with forceps. Clinically the lesion may 
arise after trauma, injection of foreign materials like fats 
and oils, hypodermoclysis, interference with the blood 
supply to a part, or after infection. In Lee and Adair’s 
series of cases, there was a history of severe trauma in 
70%; Hadfield 2 demonstrated a clear history of trauma 
to the breast in 40%, while other authors quote figures of 
50%, or less. In the remainder the causative factor 
probably is some minor but oft-repeated trauma, such as 
may result from the pressure of clothing or the drag of a 
heavy, pendulous breast. 

Dunphy.® however, assumes that in addition to the 
traumatic factor, an endogenous factor is essential for the 
production of fat necrosis. The nature of this endogenous 
factor is unknown, but it may be a blood or tissue lipase 
which is more abundant or more easily activated in some 
persons 

Situation. Fat necrosis, apart from pancreatic fat 
necrosis, may occur in any adipose tissue of the body. It 
has been described in the subcutaneous tissues of the 
buttock and thigh, in lipomas in various situations, in a 
hernial sac and in mastectomy scars. It is most common 
in the female breast, although the condition has been 
reported in a male breast.‘ Usually fat necrosis appears 
as a solitary lesion. 

Incidence. The large majority of cases occurs in 
married women in the fourth and fifth decades. In a 
review of 45 cases, Hadfield showed that only 12% of the 


cases were under 40 years of age. There appears to be 
no constant association with lactation. Aird ® states that 
it always attacks a particularly fat and pendulous breast 
and where the average weight of the patient is 180 Ib. 

Clinical Description. In many cases there is a history 
of trauma to the breast, in which event the lesion arises at 
the site of injury. In the others the tumour is more frequent 
in the upper and outer quadrant than elsewhere. There 
is nearly always a _ certain amount of interstitial 
haemorrhage and even visible ecchymosis. 

The history of the duration of the tumour varies from 
10 days to two years, with an average of 2} months. A 
history of progressive increase in the size of the mass is 
common. Pain is complained of in the minority of cases 
and tenderness in some, but neither is common. The con- 
sistency of the mass varies from stony hard to firm, and 
the size of the mass on palpation varies from 1.5 to 7 cm. 
in diameter. There is no history of discharge from the 
nipple, and in 10%, of cases it is retracted. In 52% the 
mass is adherent to skin, and the lesion then frequently 
presents the peau d'orange appearance. In about 10% of 
cases the tumour is fixed to the deep tissues. At a very 
early or a very late stage the tumour appears diffuse but, 
in the intermediate stage, it is usually well defined. 
Enlarged axillary glands may be found, but are usually 
rather soft and lack the characteristic hardness of 
carcinomatous glands. 

Fat necrosis may mimic the clinical signs of carcinoma 
very closely, as is seen by the fact that in a series of 45 
cases, 12 (26%) had a radical mastectomy done. In none 
of 16 cases of fat necrosis reported by Dunphy®* was the 
possibility of fat necrosis even considered. 

Macroscopic Appearance. The earliest lesions are seen 
to occupy one or two fat lobules only. At this stage the 
tumour is opaque and of a white, waxen colour, with a 
pinkish periphery. Even in early lesions there may be 
central liquefaction with the production of yeilowish, oily 
fluid, or the centre may be diffluent. Very soon the area 
appears more chalky and becomes invaded by fibrous 
tissue which splits it up into rounded and _ irregular 
fragments. 

The lesion feels firm, but it has never the hardness of 
scirrhous carcinoma. The areas of opacity in it are large. 
irregular in shape and do not radiate from the centre of 
the lesion. Sometimes the lesion is slightly pigmented by 
haemosiderin deposit. In old cases there is irregular 
calcification and the lesion is usually cystic. The tumour 
may be differentiated from carcinoma by the absence of 
the characteristic yellow spots of epithelial debris and by 
the fact that, although adherent to surrounding tissues, it 
does not infiltrate them. 

Microscopic Appearance. The essential microscopic 
changes are those of a peripheral foreign-body reaction 
produced by the saponification products, surrounding the 
central liquefied fat. It is characterized by infiltration of 
mononuclear phagocytes, many of which become filled 
with necrotic fat, forming the so-called ‘foam cells’, and 
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found at the periphery of the broken-down fat. Fatty acid 
crystals may be present and sometimes also calcium 
deposits. This is followed by proliferation of the sur- 
rounding connective tissues, and to some extent of the fat 
cells. The cellular reaction is often heavy, and in addition 
to the mononuclear cells there may be numerous 
lymphocytes, plasma cells and occasional polymorphonu- 
clear leucocytes. In the late stage giant cells of the 
foreign-body type are numerous. The blood vessels show 


an obliterating endarteritis and perivascular infiltration 
In this stage areas of calcification are 


with lymphocytes. 
common. 


A Bantu female aged 38 years was admitted to hospital com- 
plaining of an enlarged and painful breast. Two months 
previously she had slipped and had fallen heavily on her left 
breast. She had not noticed any swelling or discoloration at 
the time, but it was followed a few weeks later by pain in 
that breast. At the same time she noticed that it had increased 
in size and was now blacker than the other. The swelling 
and the pain had been progressive. There was no history of 
a discharge from the nipple. She had four children, the 
youngest being six years old, and a normal lactational history 


She weighed 112 Ib. The whole of the left breast was 
enlarged (Fig. 1), and was at a slightly lower level than the 
right. It was firm and woody in consistency and not tender. 
The skin showed the typical peau d’orange appearance in the 
upper areola. This was much enlarged and cracked, and the 
nipple could not be identified. The tumour was firmly attached 
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to both the skin and the chest wall. The induration 
extended along the pectoral muscle into the left axillary fold, 
and across the midline over the sternum for about one inch. 
In the left axilla a few small, fairly hard and mobile glands 
were palpable. The lungs were clear clinically and on X-ray. 
The liver was enlarged two fingers below the right costal 
margin and was firm, regular and not tender. Rectal examina- 
tlon was negative. 

A diagnosis of inoperable scirrhous carcinoma of the breast 
was made and the patient admitted to the Radiotherapy Ward 
for treatment. During a staff discussion certain atypical 
features were noted, and it was decided to do a biopsy before 
commencing radiotherapy. The biopsy specimen showed foci 
of fat necrosis with xanthoma-cell reaction. 

Subsequently a local mastectomy was performed. A large 
amount of skin was sacrificed so as to include the whole mass. 
No satisfactory skin flaps could be fashioned because of the 
gross attachment of the tumour to the skin. Bleeding was 
difficult to control as the arteries, held open by the fibrous 
tissue, failed to contract. Forceps literally had to be dug 
into the dense fibrous mass to clamp the bleeding points. The 
tumour was adherent to the pectoral fascia as well as the 
pectoralis major muscle, and some fibrous tissue attached to 
muscle had to be left behind. The skin was sutured as far 
as possible, and the remaining raw area allowed to granulate. 


Fig. 1. Showing the markedly enlarged and pigmented 
areola with the peau d’orange appearance. The scars 
are biopsy scars. 

Fig. 2. Showing the affected breast and nipple to be on 
a lower level than the healthy breast; and the large 
fluctuant mass which had been incised. 


Macroscopically, the excised breast was enlarged and very 
hard to the touch. There was a large amount of dense, white, 
fibrous tissue underneath the skin and areola. In the centre 
of this fibrous tissue a cyst, 1 = 14 inches in extent, was 
present, filled with yellowish, oily fluid and multiple small 
pieces of white, chalky grit. 

Microscopically, the tumour showed areas of fat necrosis. 
Associated with these areas there was a well-marked chronic 
inflammatory reaction and proliferation of fibrous tissue. A 
cystic space was present, which was lined by xanthomatous 
granulation tissue in which could be seen altered blood 
pigment. 
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DISCUSSION 


Although the case was diagnosed as an _ inoperable 
scirrhous carcinoma, certain features suggested the 
advisability of a biopsy before treatment was commenced. 
These features were 

1. The short history of such a large, hard mass. 

2. The fact that the affected nipple was lower than the 
normal and was not retracted, seemed unusual in a scirrhous 
carcinoma of this size. 

3. The pigmented area around the areola was atypical of 
carcmoma 

4. The axillary glands were unduly small and were not so 
hard as one characteristically finds in carcinoma, while the 
lack of more distant metastases seemed unusual in a carcinoma 
extending so widely. 

The short history, the rapid growth, the lack of 
ulceration for such an extensive cancerous mass, and the 
absence of secondary glands should have suggested the 
possibility of fat necrosis. The patient's weight (112 Ib 
as Opposed to the average 180 Ib.), the fact that her whole 
breast was enlarged and that not just a localized swelling 
was present. and her age. were not suggestive of fat 
necrosis, but there was a definite history of trauma. In 
this connexion it must be remembered that in the Bantu 
over 60° of carcinomas of the breast attend hospital with 
a histery of recent trauma. 

For comparison, another case is presented here of 
carcinoma of the breast presenting as a breast abscess. 

A Bantu female was admitted to hospital complaining of 
4 non-painful lump in the right breast for two months (Fig. 2) 
The right breast was enlarged and both breast and nipple were 
at a lower level than on the healthy side. In the affected 
breast there was a mass five inches in diameter in the upper 
quadrants, firm in consistency and attached to skin above 
the nipple. Upon this mass were two smaller nodules, non- 
tender, smooth, fluctuant and attached to the skin in the 
upper, outer quadrant. Adjacent to the areola was a sinus 
from which creamy, blood-stained fluid could be expressed. 
Two non-tender, firm, mobile. discrete glands, each half an 
inch in diameter, were present in the right axilla. 

In view of the presence of fluctuation, free mobility of the 
breast. absence of retraction or of elevation of the nipple 
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with small, mobile axillary glands, carcinoma, although con- 
sidered, was not seriously entertained. A diagnosis of chronic 
breast abscess. probably tuberculous in origin, was made, a 
diagnosis which was further strengthened when, on incision 
of one of the smaller nodules. a small amount of pus was 
revealed. A biopsy of the breast tissue, however, proved it 
to be a rapidly growing, anaplastic, spheroidal-cell carcinoma. 


SUMMARY 


Fat necrosis in general is reviewed. A case of fat necrosis 
of the breast is presented, the unusual feature about it 
being that instead of a localized lump in the breast, this 
case presented as a generalized swelling of the whole 
organ. 

Another interesting case of carcinoma of the breast 
presenting as an abscess is also described. The point is 
made that not too much reliance should be placed on the 
elevation of the nipple and the breast in carcinoma. 


CONCLUSION 


1. Fat necrosis of the breast resembles cancer of the 
breast more closely than any other tumour and it should 
be considered in all cases of scirrhous carcinoma of short 
duration. 

2. Rapid increase in the size of a hard mass in a breast 
should suggest the possibility of fat necrosis, especially 
when associated with a history of trauma to that organ 

3. The macroscopic appearances of fat necrosis are 
typical and in case of doubt the mass should be incised 
before proceeding to radical mastectomy. 


I wish to thank Dr. P. Keen for his kindly criticism and for 
permission to present these cases. 
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Sickle cell anaemia ts a fairly common clinical picture in 
parts of America ' and Africa but is apparently rare in 
the Union of South Africa, where only two cases, a Euro- 
pean * and an Indian,’ have thus far been recorded. At 
first sight the absence of cases of sickle cell anaemia in a 
country with a large African population might seem 
remarkable but is not unexpected when the low incidence 
of sicklaemia (sickle cell trait) in the local Bantu popula- 
tion is considered 

Only three instances of sicklaemia have been recorded 
in South Africa. (Altmann* found one among 403 
African soldiers examined bv him. and Griffiths 5 two out 


of over 600 Bantu patients at Coronation Hospital.) This 
low incidence of the sickle cell trait is surprising when it is 
compared with the statistics relating to negroid peoples 
elsewhere: 12.3% of 2.104 African Bantu in Northern 
Rhodesia °—English* found 17.5%, in this area—West 
African negroes 20% * and American negroes 75 

The following case report illustrates several features of 
sickle cell anaemia. 


CASE REPORT 


E.. a 17-year-old African girl, was first admitted to Corona- 
tion Hospital on 22 December 1949, complaining of severe 
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Supplementary intake of vitamins A, C, and D is a simple 
matter when the child’s co-operation is assured. Children 
look forward to the pleasant flavour of Haliborange, in 
which Allenburys tasteless and odourless Halibut-Liver Oil 
is combined with extra vitamin D and concentrated orange 


juice. 


Haliborange is an excellent addition to the diet of babies as 
a precaution against rickets and scurvy. For older children, 


adolescents, or adults, it is a prophylactic vitamin tonic. 


Each teaspoonful of Haliborange contains 2,200 inter- 
national units of vitamin A and 320 international units 


of vitamin D. 


The nicest way off tahing Halibut Liver Oil 
HALIBORANGE 


In 4 and 8 oz. bottles 


409-11 


( (NCORPORATED iN ENGLAND) 
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“ASTHMA 
‘BRONCHITIS 
“EMPHYSEMA 


are rapidly relieved by the 


INHALATION 
THERAPY 


BRONCHOVYDRIN 


is a specially balanced Adrenaline technique obviating 
parenteral injections andifree of any secondary effects, yet affording dramatic 


relief of all forms of bronchospasm, whether physical, nervous or allergic. 


HAND INHALER 
— . Available in cartoned bottles of 12-5 gm. 
Available with or 
without a Face Mask 
SUPER PAG is a large Lil lL 16 


table model and can be 


supplied with single or PNEUMOSTAT ELECTRIC INHALER is suitable for 
double bulb, also with AC-DC of 90-110 volts or 200-250 volts, and is supplied 
bakelite stand complete with two SUPER PAG Inhalers either of which 
e SUPER PAG HAND WNALER is brought into use by a two-way tap. 
RIDDELL INHALERS deliver a fine degree of dry atomisation in the 
region of 20 microns, which is absorbed by the alveoli with extreme rapidity \ 
affording relief to an ASTHMA attack within the matter of seconds and yet 3 5 
is very easily administered by the patient without inconvenience. Ghar * | 
Please write for technical data. 


PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


w.t. 
AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-952! 
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ideal for 
infants and 
children 


ESKACILLIN: 50. 1s a palatable, easily administered, liquid 
penicillin for oral use. Its delicious flavour makes it the 
ideal oral penicillin for young patients and for those 

who dislike tablets or bitter mixtures. The administration 
of this palatable and stable form of penicillin obviates 

the necessity of injections—a notable advantage in the 
treatment of infants and children, especially when 
repeated exhibition of penicillin is indicated. 

IN ) is available — on prescription 

only — in 2 fl. oz. bottles containing 800,000 

1.U. of crystalline potassium penicillin G. 

Each medical teaspoonful contains 


50,000 I.U. of penicillin. 


ESKACILLIN 50 


PHARMACAL PRODUCTS (PTY.), LTD., DIESEL STREET, PORT ELIZABETH 


for Smith Kline & French International Co., owners of the trade mark ‘Eskacillin’ 
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CRYSTAPEN Ointment 2.000 unit~ crystalline sodium pemmllin per 


i n gram tacilitates the desired ontensiwe traatment of short duration 
Tubes of 

local High Potency CRYSTAPEN Ointment 25,000 unita crystalline sodium 

G per . for eve unfeetions and the more severe akin diseases 


anti b rotie Tubes of | drachm 


Crystalline PENICILLIN and DIHYDROSTREPTOMYCIN Ointment (-laxo 
th era p’ 2,000 units crystalline sodium peneithn G and 10,000 units dihydro 


streptomycin sulphate per gram especrmily valuable un low -wrade mixed 


skin infections which may not respond to peneillin alone. Tubes of ¢-0z 


LaporaTories (5.4.) (PTY.) Lop. ¥.0. JOHANNESBURG Agente Menley James Col.) P.O. Box 784, Port Elizabeth \ 
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IN EMERGENCY 


stamina sustained 


The acute phase of fever... the moment of peak athletic effort : two 


extremes, but equally insistent in their demand for immediately- 


available energy in short. for Glucolin. The swiftest source 


of energs pure medicinal glucose presented in Glucolin with 


added caleum and vitamin D. Glucolin is pleasant to take, too. 
Your patient~ will enjoy it in hot or cold drinks. in fruit dishes, 


or on breaktast cereals 


GLUCOLIN vin... 
Trade mart 


| smomaronies (>A) (Pry) Lro. P.O Rox Agente: Menley & James (Col) Lid. P.O. Box 784. Port Elisabeth. 
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pain in the neck, shoulders, back and knees for four days. 
The history obtained from the patient and her father, a 
doctor, was as follows: 

Since the age of 18 months she had had attacks of severe 
pain in the large joints. These attacks usually lasted for 
four to 10 days, but had been of much shorter duration as 
well, even lasting only one night. They occurred about 
four times a year. The attack of pain commenced fairly 
suddenly. Her father had noticed that she seemed ‘ dis- 
interested and tired” a few hours before its onset. Pain 
was very severe, involving knees, limbs, shoulders and 
elbows, but it extended to the thighs and legs away from 
the actual joints. In these attacks she had fever and an 
increased pulse rate. At about the age of three or four 
years she began to have severe backache with the attacks. 
On occasion, especially when the shoulders were involved, 
she had praecordial pain, which had sometimes been the 
most prominent symptom. This pain was accompanied by 
breathlessness. In some attacks she had had severe 
abdominal pain and in many she had vomited. Once the 
abdominal pain was so severe, distension so marked and 
joint symptoms so minimal, that an acute surgical con- 
dition was suspected. 

She had inguinal adenopathy only once. 

The father thought that emotion and excitement pre- 
cipitated attacks. They were not preceded by any 
infections such as colds or sore throats. 

At one time these attacks were thought to be acute 
rheumatic fever. The spleen was enlarged and she was 
then regarded as possibly a case of subacute bacterial 
endocarditis. She kad been very ill and was given blood 
transfusions. 

The marked pain in the back led to radiological 
investigation (plates now lost) with the diagnosis of osteo- 
myelitis or possibly tuberculosis of the spine. She was 
treated accordingly. 

In 1944 she developed a limp and was thought to have 
Perthe’s disease of the left hip and was treated by exten- 
sion in plaster. 

It was reported that in her attacks of dyspnoea she had 
‘areas of dullness in her lung fields’. In 1946 she had 
an attack of chest pain, cough productive of bright red 
blood and pyrexia, and was admitted to a_ tuberculosis 
hospital from boarding school. She was removed from 
hospital by her father, who said she was better after a total 
illness of eight days (unfortunately the radiographs of that 
period were mislaid). Salicylates had not afforded her any 
material relief. 

Past History. She had had a tonsillectomy without com- 
plications. The patient was born in Johannesburg. 

Family History. Her father, a Xosa, is in good health 
Her mother came from Liberia and died from paralytic 
ileus eight days after a laparotomy. Her younger brother 
is well. 

Physical Examination. On admission a young, spindly, 
long-limbed. light brown female was seen. She was in 
marked pain. There was no notable anaemia or icterus 
Sinuses, throat, ears and teeth were normal and mal- 
occlusion of the bite was not present. The palate was not 
high. There were no palpable glands or nodules. The 
heart was not enlarged and there were no murmurs 
P2~A2. Blood pressure 95/50 mm. Hg: pulses equal 
rate 150 per minute. 
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Lungs. Nil abnormal detected. 

The abdomen was regarded as normal but she had so 
much pain that it was not possible to make a detailed 
examination. Subcutaneous fat was present. 

Locomotor System. There was tenderness over the body 
of the sternum. The right shoulder was warm and tender 
and its movements were limited by pain. The same applied 
to both knees. There was no fluid in the joints. There 
was an appearance of posterior subluxation of the left 
knee. The right sacro-iliac joint was tender. The hands 


and feet were long and gracile and a pes cavus was present 
Her temperature was 101° F., rising to 


in the left foot. 
102.6° F. 


INVESTIGATIONS 


Radiological Findings. The heart was normal in size and 
outline and the lung fields were clear. 

All the vertebrae were osteoporotic; some of the bodies 
showed a biconcave deformity (frequently associated with 
osteoporosis) (Fig. 1). With the exception of the first 
dorsal, the vertebrae were relatively shortened in height. 
The bodies of the fourth and fifth dorsal vertebrae were 
fused. Localized areas of rarefaction were apparent in a 
number of vertebrae (Fig. 1). There was considerable 
compression of the posterior part of the body of the fourth 
lumbar vertebra. These localized areas of absorption were 
best demonstrated in lateral tomograms (Fig. 2). 

A striking feature was the variability in the intervertebral 
disc spaces (Figs. 1, 3 and 4). Some were widened 
centrally and this was secondary to the biconcave 
deformity of the vertebral bodies. Others showed marked 
narrowing with irregularity, blurring and slight sclerosis 
of the adjacent surfaces of the vertebral bodies. These 
features were most marked in the lower dorsal spine. The 
articular facets of the paravertebral joints of the lumbar 
spine appeared narrowed. 

The pelvis was not obviously osteoporotic and coarsen- 
ing of the trabeculae was not a marked feature. 

The sacro-iliac and the right hip joints appeared normal. 
The left hip joint showed a coxa plana. 

The long bones showed some encroachment of the cortex 
on the medulla and a few patchy areas of osteoporosis. 
There was some coarsening of the trabeculae. There was 
slight shortening of the left femur, secondary to the coxa 
plana The hands and feet revealed arachnodactyly. 
Coarsening of the trabeculae was apparent in the foot 
bones. The shape of the skull was normal and the bones 
did not reveal any obvious changes 

Blood Examinations. Numerous blood counts 
made: the following is a typical example: 

Haemoglobin, 8.16%: Colour index, 0.8; Erythrocytes, 
3,460,000 per c.mm.: Leucocytes, 9.600 per c.mm.: 
Neutrophils, 70%: Monocytes, 4.5%: Lymphocytes, 
24.5%: Eosinophils, 0.5°,; Basophils, 0.5 

The red cells appeared hypochromic and showed 
anisocytosis and poikilocytosis. Increased diffuse poly- 
chromasia was present and occasional nucleated red cells 
were observed. Platelets approximately 260,000 per c.mm 
Examination of a sealed specimen showed the presence 
of sickle cells. (Sickle cells were not observed in the blood 
of the patient’s father or brother.) 

Blood sedimentation rate, chemical «nalysis, serology 
and liver function tests were all within normal limits but 
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the icteric index was 11, although the serum bilirubin was 
less than 0.5 mg. per 100 cc. Examination of the urine 
was negative except for a trace of urobilin. 


TREATMENT AND PROGRESS 


The patient was given analgesics, sodium salicylate 30 gr. 
four-hourly, and later iron. Her condition improved 
slowly, her pyrexia spiked to 101.6° F for a few days; the 
spikes gradually became lower but she was not completely 
apyrexial for weeks. 

On 26 December 1949 the spleen” was palpated for the 
first time, but it was not tender. The joints were tender 
for about ten days. She was discharged from hospital on 
22 January 1950. 

There were six re-admissions between 27 February 1950 
and 24 March 1951 for recurrences of varying severity. 
The symptoms were one or more of the following: 
headache, sternal, back and joint pains, abdominal pain 
and distension, nausea and vomiting. She had experienced 
several milder attacks which had not brought her to 
hospital. 

The physical findings were the same as in the initial 
admission to hospital, viz. fever, distress, anaemia, warm, 
painful joints of limited mobility, and just palpable 
splenomegaly. A one-finger enlargement of the liver was 
noted on one admission and an apical systolic murmur 
on two occasions. The electrocardiogram was normal. 

The laboratory findings were similar to those in the 
first admission. Sickle cells were repeatedly demonstrated. 
On one occasion the red cell count dropped to 2.4 
millions per c.mm. The total blood bilirubin rose in these 
attacks to as high as 3.2 mg. per 100 c.c. and urobilinuria 
was constantly present 

On the second and subsequent admissions oxygen was 
administered continuously at six litres per minute through 
a B.L.B. mask and nicotinic acid 200 mg. was given 
intravenously immediately and repeated if necessary. In 
addition, she was given 200 mg. nicotinic acid orally 
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eight-hourly and analgesics, such as aspirin and pethidine, 
when required. 

The patient and the hospital staff thought that this mode 
of therapy was of considerable benefit. The patient stated 
that every time she was given the injection of nicotinic 
icid she flushed, felt hot and received immediate relief 
from her symptoms for from half to one hour. She felt 
warm 15 minutes after taking nicotinic acid by mouth; 
but sometimes the tablets produced no effect. She thought 
the pain was relieved more effectively when the * burning 
sensation’ was produced. Intravenous nicotinic acid 
seemed much more effective and was given whenever she 
was admitted to hospital. 

It seemed that the treatment was more effective if given 
immediately the symptoms became manifest. Therefore 
her father was instructed to keep a cylinder of oxygen 
in her room and to give the patient oxygen and oral 
nicotinic acid as soon as she felt any suggestion of a 
haemolytic crisis. When these instructions were carried 
out the medical staff thought that the attacks of fever, 
pain and urobilinuria were milder and lasted a shorter 
period. This impression, however. was difficult to 
evaluate. 

In some admissions intravenous ascorbic acid and 
papaverine were administered. A regular maintesance 
dose of nicotinic acid and ascorbic acid did not prevent 
recurrences. 

Only one blood transfusion, of 500 c.c.. was given, 
without ill effects. Iron by mouth and a brace for her 
spine were supportive measures 

DISCUSSION 
The protean manifestations of this condition simulate 
many diseases which have to be considered in the differen- 
tial diagnosis. In this case the attacks of arthralgia, 
temperature, anaemia and cardiac findings had at one time 
led to a diagnosis of rheumatic fever. Most cases 
of sickle cell anaemia are reported to have cardiac 
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enlargement '.'*.'* and cardiac murmurs in systole and 
diastole all over the heart are frequent.':'° The 
splenomegaly, marked anaemia and pyrexia, in a patient 
with cardiac abnormalities, led to the suspicion of sub- 
acute bacterial endocarditis. 

Rheumatic and congenital heart disease and sub- 
acute bacterial endocarditis are frequently diagnosed in 
cases of sickle cell anaemia ': '” in areas where the disease 
is much more common than in South Africa. Kline- 
felter'” stresses two points in the differentiation from 
rheumatic fever, viz. (i) ‘the history or presence of pain 
over the long bones as well as in the joints’ and (ii) the 
lack of therapeutic response to salicylates. The cardiac 
abnormalities are considered by Winsor and Burch! to 
be due to anaemia and to endarteritis with thrombosis. 
The pneumonia and suspected pulmonary tuberculosis 
noted at another hospital might well have been a manifes- 
tation of thrombosis in the lungs,'*? which was noted in 
38% of the cases seen by Macht and Roman.'' 
Unfortunately, the radiographs were lost. Present radio- 
graphs show no sign of pulmonary disease. Ulcers of the 
legs are a frequent and better known manifestation of 
haemolytic disease but, as here, need not be present. 

The habitus of this patient is that described and 
illustrated by Winsor and Burch,'*: '* viz. a slender, almost 
emaciated, fragile person with accentuation of the normal 
spinal curvatures, scoliosis and long, thin, spidery 
extremities (arachnodactyly). These authors consider that 
this distinctive habitus is not a primary genetic abnor- 
mality but is an alteration, secondary to long-standing 
sickle cell anaemia. It does not occur in sicklaemia. 

The salient radiological features in this case appear to 
be: 

i. The absence of any cardiac abnormality. 

ii. The normal appearance of the skull. 

iii. The very marked changes in the dorsal and lumbar 
spine. 

The features in the long bones conform to the classical 
descriptions in the literature. It is recognized '!:!7 that 
the underlying pathological process producing the 
skeletal changes is thrombosis with infarction and 
necrosis, resorption of bone and subsequent connective 
tissue replacement. The thrombotic tendency is a result 
of circulatory stasis in the small vessels. This explains 
the areas of bone resorption. The compression of the 
vertebrae is the result of weight bearing. The severe 
destruction limited to one or two of the vertebrae, is 
regarded as a very rare finding in sickle cell anaemia.'? 

The biconcave deformity of the vertebrae is a feature 
of osteoporosis and is not specific to sickle cell anaemia. 
Henkin '*® postulates that the connective tissue replace- 
ment of bony trabeculae is associated with a numerical 
decrease in osteoblasts with the net result that the 
osteoblasts do not lay down sufficient osseous matrix. 

A feature which does not appear to have been described 
is the marked narrowing of some of the intervertebral 
discs, with irregularity and blurring of the adjacent surfaces 
of the vertebral bodies. We are not at present able to 
explain this adequately. The coxa plana, which in our 
case presents as a completely healed lesion, can be 
explained on the basis of the pathology mentioned above. 
It was found in one of Caroll and Evans’ '? cases. 

Periosteal reaction, referred to by Macht and Roman,"! 
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is described as secondary to chronic ulceration. In our 
patient there is no periosteal reaction on any of the long 
bones. She has at no time had any ulcers on the legs. 

Before discussing therapy it is advisable to consider the 
pathological physiology of sickle cell anaemia—as far as 
it is known. 

The pathology in this disease lies in the haemoglobin '” 
and not in the plasma or the spleen. The spleen need not 
be enlarged for, in the natural course of the disease, it 
may become small and fibrotic.'® There is no increase in 
the fragility of the red cells; if anything. the sickled cells 
may be more resistant to haemolysis.*! 

It is generally accepted '°: *°. ** that lack of oxygenation 
of the haemoglobin of the red cells causes sickling. 
Sickling is a reversible process, and the provision of oxygen 
will immediately restore the sickled cells to normality. 
Murphy and Shapiro *° showed these facts experimentally 
and also that sickled cells are less flexible than normal. 
Further, they proved that ageing cells are more liable to 
sickle than young cells, a possible relationship to the 
genesis of crises. 

The sickled cells stick in the capillaries where stasis is 
common ?°.?' and cause congestion, thrombosis and 
infarction of tissue. This is a vicious cycle—as the blocked 
capillaries become anoxic and more cells become involved. 
Haemolysis of the impacted cells occurs ** causing jaun- 
dice and urobilinuria. With each thrombosis there are 
liberated into the circulation certain coagulating bodies 
(thrombin, thrombo-plastin) which further enhance throm- 
bosis and accelerate the precipitation out of the circulation 
of sickled red cells.*'| As stated before, the infarcted areas 


become replaced by connective tissue, e.g. in the bones.'* 
The anaemia is then secondary to the haemolytic process. 

The anaemia is marked and long standing as exemplified 
by this case. Wintrobe *° states that these patients often 
go about with red-cell counts under two million, and 
rarely more than three million, with little variation for 


eight to 15 years. Tomlinson ** thinks that crises in this 
disease cause shock and that shock is largely responsible 
for a fatal outcome in these cases. 

Briefly, it seems that an inborn defect, together with a 
local lack of oxygen, might be the starting point for a 
vicious cycle of thrombosis, infarction, haemolysis and 
anaemia. We cannot as yet alter the inborn defect, but 
can try to prevent and repair a local lack of oxygen and 
thus possibly interrupt the chain of events. According to 
the literature, the therapy of sickle cell anaemia crises is 
not of much use.'® Transfusion of blood may be 
necessary,'> especially in shocked patients,?? but should 
be administered with caution.'° Most workers! 
recommend inhalation of oxygen. Reinhard and _ his 
colleagues ** gave 80-100%, oxygen continuously to a few 
patients, without obtaining relief from muscle or 
abdominal pain, but there was a prompt fall in the number 
of sickle cells in the blood. Excretion of urobilin was not 
altered sufficiently to indicate that haemolysis had been 
changed. After four to six days of continuous oxygen a 
decline in reticulocytes and a drop of 4 to 1} million per 
c.mm. in red cells occurred. Furthermore, a reticulocytosis 
and a rise in red-cell count to pre-treatment levels. 
followed discontinuation of oxygen therapy. On the 
basis of these experiments they suggested that 100% 
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oxygen depresses erythropoiesis by being the physiological! 
opposite to low oxygen tension erythroid stimulation. 

Anticoagulants were tried by Murphy and Shapiro *' 
without effect, but the authors feel they might have started 
the therapy too late. These drugs are not without danger 
as the prothrombin may be low just prior to the onset 
of a crisis. 

For the treatment of crises in our patient, it seemed 
reasonable that if anoxaemia caused sickling, oxygen 
should be good therapy. Furthermore, if the sickled cells 
were blocking smaller vessels we should try to dilate these 
channels We therefore administered nicotinic acid 
intravenously in 200-300 mg. doses. Later we also gave 
ascorbic acid S00 mg. intravenously in the hope that it 
might assist in the oxygenation of the sickled cells. We 
feel that if this therapy is to be effective it should be given 
at the earliest possible moment, to forestall the sequence 
of sickling, capillary blockage. thrombosis, liberation of 
coagulating substances, anoxaemia and more sickling.’ 
and to prevent irreversible changes such as_ infarcts 
Arrangements were made to give our patient oxygen and 
nicotinic acid as soon as the first symptom appeared. She 
carried nicotinic acid tablets with her. She was given 200 
mg. intravenous nicotinic acid immediately on admission 
to hospital 

Farly treatment was given in several crises and the 
patient. her father (a medical practitioner) and the hospital 
staff thought that these attacks were made shorter and 
milder by this therapy 

Sometimes treatment was delayed for hours when, in 
spite of vigorous oxygen and vasodilator therapy. the 
attacks were severe 

No claim is made for this therapeutic plan, as it has 
been applied to only one case in whom some earlier 
attacks had been of short duration. Other workers. 
however. with more cases under their care. might wish to 
try this treatment 

This method of treatment bv oxygen differs from the 
published report by Reinhard and his co-workers,** in 


that oxygen is given early and. if successful. does not have 
to be applied continuously at high concentrations for many 
days but only for a few hours at a time, at a flow of six 


Arterial embolism, tortunately not a common condition, 
presents an urgent surgical problem leading to disastrous 
sequelae if not recognized and treated promptly. The life 
of the patient as well as of the limb is involved, and the 
number of operated upon is rapidly 
iS Surgeons become more aware of the possi- 
Despite rapid advances in surgery. the mortality 
rate still remains high, since we are dealing with patients 
suffering. as a rule, from some serious cardiac complaint 
Rheumatic heart lesions complicated by auricular fibril- 
lation appear to be the commonest site from which 
emboli arise, other causes being coronary artery disease. 
arteriosclerosis with hypertension and infective endocar- 
ditis 
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the nicotinic acid 
We are not convinced 


litres per minute. We also feel that 
is a valuable part of the therapy. 
of the utility of the ascorbic acid. 

Little is known about the prevention of crises. Present 
preventive measures try to avoid any increase of anaemia 
or anoxia from infections, violent exercise, fever ** or 
surgical procedures. '* 

SUMMARY 

Sickle cell anaemia in a young woman of Xosa-Liberian 
parentage is reported, and the pertinent literature reviewed. 

Radiographic changes in the bones are described and 
illustrated. 

Treatment by early administration of 
nicotinic acid is discussed. 
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EMBOLEC TOMY 


Emboli are prone to lodge where the arterial lumen 
becomes smaller, viz. at the point of bifurcation of a 
The vessels most frequently affected are the 
femoral, the common iliac. the popliteal, the aorta and the 
axillary, in this order 

The artery distal to the point of obstruction is always 
in spasm and unless this is relieved, thrombosis in the 
vessel will follow. When this complication sets in, the 
chances of successful treatment become more remote. 
The surgeon therefore aims at seeing these cases early 
and preventing clotting by means of Heparin and 
Dicoumarol while preparing for operation. By increasing 
the collateral circulation, the surgeon also maintains the 
fluid state of the blood in the distal portion of the vessel. 
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@ Is asyneryistic com- 
bination of adrenaline 
and methyl-atropine 
in a special solvent 
ensuring rapidabsorp 
tion through the 
respiratory epithe 
lium. 

@Acts rapidly 
as injections of adrena- 
line, and usually gives 
better results. 

@ Is free trom the side 
etfects produced by 
many  anti-asthmatic 
drugs, e.g. ephedrine. 
@ (sself-administered, 
thus eliminating emer 
gency calls. 

@ ls effective in status 


asthmaticus. 


t pper. Bronchiole constricted in asthma. 
Lower. Bronchiole fully relaxed after 
using Brovon Inhalant. 

THE 
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MIDGET INHALERS 

Well-established favourites 
specially designed for the 
administration ofall inhalants. 
The Midget inhaler is easily 


carried in the handbag or 
pocket. 
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Medical Samples, literature and supplies 
obtainable from our agents: 


POWLEY & CO. (PTY.) LTD. 
21/24 Queen's House, 11 Queen Street, Durban 
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Established 1862 


SAFETY and 
CONVENIENCE 


The conduct of your personal monetary 
affairs requires meticulous attention, and 
a banking account with the Standard 
Bank is an assurence that your 
financial transactions are handled 

safely and conveniently. 


The Bank provides monetary facilities 
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500 Branches and Agencies in 
Africa, and through Agents 
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Anti-histamine and nasal decongestant 


BKena-Fedrin 


CONTAINS the anti-histamine agent Benadryl and the vaso-constrictor 
ephedrine, in an isotonic, aqueous, dextrose vehicle approximating in 
PH to that of the normal nasal secretions. 

*Bena-Fedrin’ is intended for use in the treatment of congestion 
associated with allergic rhinitis, hay-fever and other pollen allergies, 
acute rhinitis, acute rhino-sinusitis, etc. 


Formula 


‘Benadryl’ (Diphenhydramine hydro- Chloretone 0.5 per cent. 
chloride)... 0.1 per cent Mentho! 0.05 per cent. 
Ephedrine hydrochloride I per cent. q.s. 


Aqueous dextrose bas: 


PARKE 


HOUNSLOW, 


DAVIS « COMPANY. LIMITED 


MIDDLESEX 


Inc. U.S.A 


Further information from any branch of LENNON LTD. 


THE IDEAL INSTRUMENT FOR 
VENOUS PRESSURE 


The PHLEBAUMANOMETER (Burch and Winsor) is a precision instrument 
for determining bloodpressure in large and small veins ... quickly, accurately, and 
without loss of blood. It is also unequalled for spinal pressure use. 

The simple technique used is that devised by Dr. George E. Burch and Dr. 
Travis Winsor of the Tulane University Medical School. An anti-coagulant is 
drawn up into the needle and observation tube and the needle is then inserted 
into the vein. A small gauge needle is used, permitting measurement of venous 
pressure in small as well as large veins. The pressure in the vein is balanced 
manually with the PHLEBAUMANOMETER pressure control knob. The venous 
pressure in millimeters of water is read directly from the 
graduated scale. 


Does not require the doctor to establish a “point of 
reference”. Only the observation tube, needle & holder 
need be sterilised. Evaluation of venous pressures by this 
simple, safe and accurate method is now indicated in 
cardiovascular conditions. 


STOCKED BY ALL RELIABLE SURGICAL INSTRUMENT DEPOTS 


GUAR SURGICAL INSTRUMENTS (PTY.) LTD. 


Harley Chambers, Kruis Street, Johannesburg P.O. Box 1562 
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Fig. 1. Photograph of patient taken six weeks after opera- 
tion showing the healed scar below the right groin and a 
healthy right limb. 

Fig. 2. This shows the embolus in the right common 
femoral artery at the level where the profunda femoris 
arises, causing complete obstruction in the vessel 

. Aorta. 

. Common Femoral Artery. 

. Blood Clot. 

. Incision. 

. Superficial Femoral Artery. 

. Common Iliac Artery. 

. External Iliac Artery. 

. Profunda Femoris Artery. 

Fig. 3. This shows a cone-shaped embolus measuring 4 cm 
in length. 
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The clinical picture is usually of a fairly rapid onset, 
accompanied by agonizing pain. The severity of the pain 
depends on the amount of muscle tissue which is rendered 
ischaemic and is more severe when the lower limb is 
involved. Occasionally the onset is less rapid, with a 
moderate degree of pain, but loss of motor power, dis- 
appearance of cutaneous sensation and coldness of the 
limb should make one suspicious. Spontaneous arterial 
thrombosis and thrombosis of larger veins, however, may 
cause difficulty in the diagnosis. 

Case History. A Coloured male, aged 23 years, was 
referred to Groote Schuur Hospital, from van Rhynsdorp, 
with the following history: On 2 February 1951, while 
riding a bicycle, he experienced a sudden sharp pain in 
his right thigh, accompanied by lameness of the limb. He 
fell off his bicycle and noticed that he could not move his 
leg. The pain continued to be very severe, radiated down 
the thigh to the calf, and was relieved by an injection of 
morphine. 

Thirty hours later, on admission to hospital, the right 
leg felt very cold and there was marked pallor of the skin 
from the knee down to the toes. The patient, a poorly 
nourished boy, appeared to be fairly comfortable, but was 
unable to move his right leg and toes. There was no 
pulsation in the dorsalis pedis and popliteal arteries, and 
there was sensory loss to pinprick from the knee down- 
wards. In the right groin two inches below Pouparts’ 
ligament, a lump the size and shape of a small acorn with 
its long axis in line with the femoral artery, could be felt. 
The femoral pulse could not be detected at this site, but 
proximally, in the fold of the groin, vigorous arterial 
pulsations were palpable. Examination of the heart 
revealed a typical mitral stenosis with auricular fibrillation. 
There was no previous history of rheumatic fever, but he 
had experienced dyspnoea on exertion. With a diagnosis 
of embolism of the femoral artery from a stenosed mitral 
valve, the patient was prepared immediately and brought 
to the theatre where he was operated upon 32 hours after 
the onset. 


Under Pentothal, 


gas and oxygen anaesthesia, 
incision 5 inches in length was made in the upper third 


an 


of thigh in line with the femoral artery (Fig. 1). After 
ligating a branch of the internal saphenous vein, the deep 
fascia of the thigh was incised. The sartorius muscle was 
exposed and retracted laterally to expose the superficial 
femoral artery at the apex of Scarpa’s triangle. The vessel 
was in marked spasm and there was complete absence of 
any pulsation. Proximally, at the site of origin of the 
profunda femoris from the common femoral artery, a 
bluish mass measuring | inch in length and presenting as 
a distinct bulge in the vessel, could be seen (Fig. 2). It 
was of solid consistency and appeared to cause a com- 
plete blockage of both the profunda and superficial 
femoral vessels. The pulsation of the common femoral 
artery, proximal to this blockage, could be felt with ease 
and there was no spasm of this vessel. The sheath of the 
vessel was opened and by careful dissection separated 
from the vessel wall at teast 2 inches proximal and distal 
to the embolus. Two tapes were passed above and below 
the site of obstruction and a third tape around the 
profunda artery. A vertical incision 4 inch in length was 
made in the superficial femoral after the tapes had been 
tightened to control bleeding. Dark blood clot was 
evacuated but there was no bleeding after release of the 
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Fig. 4. Plethysmogram (Prof. R. H. Goetz). In (A) the pulse volume in the left limb (normal side) was hardly registrable. 
The pulse volume of right limb (operated leg) shows marked Jilatation, viz. 0.010 c.c. In (B), following reflex dilatation, the 
pulse volume in the left leg increased to 0.010 c.c., while the right limb remained the same. In (C), by_means of the 


venous congestion test, the rate of blood flow in the right leg is only slightly less than in the left. 1 L.T. = first left 
toe, | R.T 


first right toe. 


proximal tape. By means of suction aided by gentle 
pressure from above, the embolus, which was firmly 
impacted, was dislodged (Fig. 3). This was followed by 
a brisk haemorrhage which was quickly controlled. With 
release of the distal tapes bleeding ensued, suggesting that 
thrombosis had not commenced in the superficial femoral 
vessel. Lastly, the patency of the profunda femoris could 
be established by releasing the tape and washing away any 
remaining clots. A solution of Heparin in sodium citrate 
was injected into the artery and the incision in this vessel 
was carefully sutured by interrupted mattress sutures using 
waxed silk on an eyeless needle. Great care was taken 
to evert the edges and to procure a water-tight suturing 
of the vessel wall. On releasing the tapes, pulsation in the 
superficial femoral artery was evident immediately. 
followed by warmness of the foot and a palpable dorsalis 
pedis. After flushing the wound with more citrate solu- 
tion, the deep fascia and the skin were closed without 
suture of the vessel sheath. The significance of the latter 
procedure will be demonstrated by means of plethys- 
mographic records (Fig. 4). To complete the treatment 
Heparin and Dicoumarol were given post-operatively. 

It is gratifying to state that the foot remained warm and 
the pulses palpable despite a stormy convalescence. On 
the second post-operative day he went into a semi- 
comatose state followed by weakness of the right side of 
the body This was attributed to a small cerebral 
embolus. Fortunately, the patient rapidly recovered from 
this attack and was able to sit up a week later. 

At present the patient has full use of the right limb 
with complete absence of any muscular wasting or 
weakness 

DISCUSSION 
Most surgeons express the view that embolectomy is the 
treatment of choice where there is complete occlusion of 
a large artery. They regard the interval from the time of 
onset of great importance and are of opinion that unless 
the cases are seen within 10 hours. the prospect of success 
is small, and after 30 hours all hope of successful 
embolectomy has gone.':? On reviewing the available 
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literature, successful embolectomy after 32 hours could not 
be found. Reynolds and Jirka* amongst 16 successful 
embolectomies, had one successful result 27 hours after 
the onset. The present case therefore raises some interest- 
ing points for discussion. What are the factors responsible 
for the viability of a limb after so long a time interval? 
There was no doubt that the profunda and common 
femoral were completely occluded by a large embolus at 
the time of operation. Was it possible that periodic 
relaxations of the vessel around the embolus allowed a 
certain amount of blood to flow distally or was the col- 
lateral circulation adequate to maintain the life of the 
limb for such a long period? The latter supposition is 
more likely in a young subject with healthy vessels. This 
raises the next question: would conservative treatment in 
the form of lumbar sympathetic blocks, administration of 
vasodilators and anticoagulants, have achieved the same 
result? 

With a large embolus causing a complete blockage of 
the profunda and common femoral arteries, it is unlikely 
that the collateral circulation would have been adequate 
to maintain the circulation in the limb. Furthermore, even 
if we surmise that the limb could have survived with 
conservative treatment, interference of limb function would 
most certainly have resulted. To be left with a cold, 
cvanotic leg and stiffness of the muscles is a great 
disadvantage to the patient 


In the case of the upper limb, where the collateral 
blood supply is more efficient, conservative treatment is 
frequently The plethysmographic records 
reveal some interesting information (Fig. 4). The right 
limb has been completely sympathectomized as a result 
of separation of the adventitial sheath at the operation. 
Thus peri-arterial sympathectomy may be a_ good 
alternative to a lumbar sympathectomy, which is often 
idvocated in those cases. As local anaesthesia is most 
frequently advocated, criticism may be levelled at the use 
of a general anaesthetic. Spinal anaesthesia is not recom- 
mended as the embolus may dislodge and move to a part 
of the limb where removal may be difficult. 
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This case clearly demonstrates the importance of 


surgical attack on the artery despite the length of time 
that had elapsed. Conservatism in the majority of cases 
will lead to failure, and if the limb survives, 
with function may cripple the patient. 


interference 


I wish to thank Dr. G. Sacks for allowing me to publish this 
case, and Dr. B. Dreyer for assisting me at the operation. 
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NEW PREPARATIONS AND APPLIANCES 


lon EXCHANGE RESINS: CARBO-RESIN 


Carbo-Resin (Sodium-Removing Resins, Lilly) is a new, 
pleasantly flavoured mixture of ion exchange resins with a 
specific ability to remove sodium from the intestinal tract. 

Carbo-Resin consists of three ion exchange resins as repre- 
sented by the following formula :— 

Alkylene polyamine resin (anion exchange): 12°). 

Potassium salt of carboxylic acid resin (cation exchange): 
29 

Carboxylic acid resin (cation exchange): 59%.. 

A small amount of a wetting agent is present in the formula 
to facilitate dispersion in water for ease of administration. 

Two of the resins are cation resins which capture and 
effectively remove excess sodium. The third resin, an anion 
exchange resin, is significant because it increases the sodium- 
removing efficiency of the other resins. The anion resin is 
especially important because it controls chloride concentration 
and thereby lessens the hazard of acidosis that may occur 
when cation resins are used alone. 

Carbo-Resin is recommended for those conditions in which 


IN 
CHRISTMAN 


Dr. Christman Joel Krige died suddenly in Johannesburg on 
31 July 1951. He was only 27 years old and his tragic death 
was a sad and serious loss to his family, friends and to the 
profession. 

Joel Krige was born in Caledon, the son of an attorney 
and a grandson of C. J. Krige, the first Speaker of the South 
African House of Assembly. He spent his school days in 
Caledon and then proceeded to the University of Cape Town 
to study medicine. As a student he was highly thought of by 
his teachers and fellows and he was on the editorial board 
of the medical students’ magazine Inyanga. He qualified in 
December 1946 and worked as houseman at Holy Cross Hospi- 
tal in the Transkei for a year. 

In 1948 he joined the Health Centre Service of the Union 
Health Department. After a period of training for this work 
in Durban. he was posted to Stellenbosch to establish a Health 
Centre there. Despite the difficulties which faced him. Joel 
Krige achieved great success in developing and combining the 
preventive and curative aspects of the Health Centre’s work. 
He was particularly interested in the social and medical 
problems of tuberculosis. As Chairman of the local branch 


PASSING 


We deeply regret to record the death of Dr. Pe’er S. Kahn. 
Dr. C. C. P. Anning and Dr. Jacqueline Ospovat. Dr. Ospovat 
was killed in the recent air accident. 


member 


We regret to record the death of Dr. 
misioner for Mental Hygiene and a 
African Medical and Dental Council 


de 
of 


Vos, 
the 


Com- 
South 


A questionnaire is now being prepared by the National Council 
for the Care of Cripples in South Africa. and when ready. it 
will be circulated to members of the profession among others. 


there is an abnormal retention of sodium by the kidney. In 
chronic congestive heart failure, cirrhosis of the liver, and 
nephrosis, the sodium-removing resins have been helpful in 
maintaining a balance between the intake and output of 
sodium. Oedema does not recur although the diet contains 
a significantly larger amount of salt than is usually allowed in 
the treatment of these diseases. 

The increased sodium allowance makes food palatable. 
simplifying the prescription of a nutritionally adequate diet. 
In some cases the need for mercurial diuretics has been 
eliminated. This is especially important when it is necessary 
to control oedema when the use of mercury is contra-indicated. 

Treatment with Carbo-Resin is begun by giving 16 gm., or 
two level tablespoonfuls, of the powder in six ounces of tap 
water three times each day. Carbo-Resin is best taken between 
meals. 

Carbo-Resin (Sodium-Removing Resins, Lilly) is supplied in 
1-Ib. bottles (Powder No. 71). 

Manufacturers: Eli Lilly International Corporation. 


MEMORIAM 


Joe. KRiGE 


of S.A.N.T.A., he was able to interest other voluntary and 
official bodies in preventive tuberculosis work and to initiate 
the establishment of a tuberculosis setthement outside Stel!en- 
bosch 

Despite his youth he was mature. He had a very clear 
mind, a strong sense of duty and lofty ideals. In addition he 
was practical and a good mixer. He was sympathetic but 
firm in his manner and was loved and respected by all who 
knew him. He was acceptable to people in all stations of 
life. from the highest to the most humble and this quality 
accounted for his universal popularity. 

In May 1951 Joel Krige was appointed superintendent of 
the Witwatersrand University Clinic and Health Centre at 
Alexandra. This work entailed considerable contact with 
senior medical students who came to the clinic, for a part of 
their training and his superb personal qualities would have 
had a most beneficial effect on these future practitioners. 

Only those who knew Joel Krige well fully appreciate the 
loss which the University and the medical profession have 
sustained. To his wife and son. his mother and the rest of 
his family, go the sincere sympathy of all his numerous friends 


EVENTS 


Its object is to try to gauge the incidence of cerebral palsy in 
this country 


SouTH APRICAN Society OF ANAESTHETISTS 


At the Annual General Meeting of the above Society held in 
Johannesburg on 11 August 1951, the following office bearers 
were elected for the year 1951-1952 
President: Dr. G. Hochschild 
Vice-President: Dr. J. N. Abelsohn. 
Secretary-Treasurer: Dr. Hilde Ginsberg 
Members of Executive: Dr. C. Arkles. Dr. ¢ 
T. A. Fuller, Dr. H. Grant-Whyte. 


Becker. Dr. 
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JOURNAL 


REVIEWS OF BOOKS 


DEVELOPMENT OF BONES 


The Organization of Bones. By P. Lacroix. Translated 
from the Amended French Edition by Stewart Gilder. 
(Pp. 235 + viii. With 87 illustrations. 25s.) London: 
J. & A. Churchill, Limited. 1951. 


Contents. 1. The Structure of Long Bones in Adults 2. The Mode of 
Growth of Long Bones Histological Study of Development of Long 
Bones. 4. The Mode of Growth of the Bone Marrow. 5. T Mode of 
Growth of Periosteum and its Consequences. 6. Grafts of Epiphysial Carti- 
lage 7. Origin of the Perichondrial Osseous Ring 8. The Role of the 
Epiphysial Cartilage in Bone Elongation. 9%. The Functioning of Epiphysial 
Cartilage. 10. Assimilatory Induction of Endochondral Ossification. 11. The 
Existence of an Organizing Substance in the Epipysial Cartiage. 12. Re- 
construction of a Growth Cartilage after Amputation. 13. The Role of the 
Periosteum in the Organization of Bones 14. Grafts of Osseous Tissue 
15S. Medullary Osteogenesis 16. Future Prospects Bibliography. Index 


Professor Lacroix's many-sided monograph deals with the 
histology. embryology, the growth and dynamics of the long 
bones. The earlier chapters (I-III) contain a recapitulation of 
our present-day knowledge of the structure and development 
of bone; the use of the term osteone, which replaces the more 
familiar Haversian system, strikes a new note. The author is 
particularly successful in his account of the metaphysis, the 
region between the shaft and the epiphyseal cartilage. Here 
the end of the shaft widens out suddenly in order to adjust 
itself to the dimensions of the epiphysis. Pari passu with 
growth in length, the metaphysis must become reduced in 
width by bone absorption, in order that it may agree with the 
dimensions of the diaphysis. 

Excision and transplantation experiments have provided new 
explanations concerning the role of the periosteum. Most 
ligaments and muscles are attached solely to the periosteum 
Their fibrous prolongations do not penetrate into the bone. 
and thus they do not constitute an obstacle to the growth 
of the periosteum. The periosteal sleeve elongates independently 
of the shaft. and the attachments of ligaments and of fleshy 
muscle fibres are constantly changing their position in relation 
to the bone. However, when muscles end in strong tendons. 
these continue directly into the osseous tissue where they 
form the fibres of Sharpey. Even such insertions must migrate 
along the shaft, because growth in length of the bone is 
asymmetrical, while the muscle insertion must maintain its 
relative position on the bone; e.g., the deltoid insertion in the 
course of growth must ascend on the humerus, while that of 


the pronator teres on the radius moves down the shaft. The 
migrations of strong insertions (not necessarily in the direction 
of the muscle pull) explain the presence of Sharpey’s fibres 
in regions of the bone which do not correspond to any 
insertions. 

The direction of the nutrient canals also appears to depend 
on periosteal movement, rather than on the asymmetrical 
growth in length of the shaft, which is the classical explana- 
tion. In some species the direction is actually towards the 
more actively growing end. By experiments on young rabbits 
in which the head of the femur was dislocated from the hip 
joint and the tendon of the ilio-psoas was cut, it was possible 
to obtain a reversal of the direction of the nutrient canal. 

The most important hypothesis put forward by the author 
(chapter XI) invokes the existence of an organizing factor 
in the epiphyses which controls endochondral ossification. 
This factor is said to be specially active in the embryo, but 
continues all through the growing period. An extract of 
cartilaginous epiphyses obtained from new-born rabbits was 
prepared and subsequently injected into the muscles on the 
front of the thigh. At the site of injection a mass of bone 
grew. 

There is an extensive bibliography and the numerous photo- 
micrographs are well reproduced. 


Goitre et Pathologie Thyroidienne. By Lucien Brull. 
(Pp. 108 with diagrams and tables. Fr. 5.50.) Paris: 
Masson et Cie. 1951. 


This is a report of some 6,000 cases of goitre and the author's 
conclusions are based on a very thorough statistical analysis 
of over 4,000 cases actually treated from 1929 to 

The geographical distribution of goitre in Belgium is 
reported and important observations on the toxicity that may 
develop in the gland are described. The author finds that 
small doses of iodine were effective in 50% of juvenile goitres. 

Interesting, too, is the clinical experience of the influence 
of malnutrition, in particular protein deficiency, on toxic 
goitres during World War II. Many other important clinical 
observations are recorded, among the less usual being Horner's 
syndrome due to a local disturbance and the fact that Grave's 
disease ‘never promoted tuberculosis *. 

This is a useful report of good work in steady progress. 


CORRESPONDENCE 


Sick Funps, R.M.O.’s AND THE MEDICAL PROFESSION 


To the Editor: 1 have had a fair amount of experience with 
the ‘Closed Panel’. To my mind it is a pernicious system— 
unfair to both doctors and the public alike. The Association 
should set its face against it in a much more positive manner 
that it does at present. 

It savours of exploitation of both the doctor and the patient 
and | wish to voice my entire agreement with Dr. Baum in this 


matter 
S. R. Levy 
“Langton Lodge.’ 
Main Road 
Muizenbere 
20 September 1951 


To the Editor: 1 feel 1 must comment on one item in Dr. H 
Baum’s letter (this Journal, 8 September 1951). Dr. Baum 
States he is in the latter half of the 50’s. Apparently during 
all that period he has learnt nothing about the difficulties of 
R.MO's. Even at this late stage I trust he will review his 
opinion, after he has read the criticism of the item I refer to 
The item concerned is: ‘I have still to see the first R.M.O. 
who neglects his orivate practice for the sake of the Sick Fund. 
or is prevented from working up a big private practice.” 
Before the recent rise in capitation fee of a whole shilling. 


per beneficiary per year, an R.M.O. with the maximum panel 
allowed him. in a densely populated area, was in receipt of 
a salary of £91 13s. 4d. a month. In Johannesburg and most 
Reef towns, after deducting the pro rata share, in the running 
of his practice, incurred through looking after his S.A.R. 
patients, ie., consulting room rents, receptionist’s salary, tele- 
phones. motor expenses, he is left with approximately £32 a 
nonth. After his magnificent rise of a penny per beneficiary 
rer month, he now is left with about £40 10s. per month. I 
think the same applies to Cape Town, Durban and other large 
cities. 

The average S.A.R. family sends for or consults the R.M.O. 
it least five times more than the average family belonging to 
Mines Benefit Society. Statistics I have kept show it. An 
R.M.O. who has a maximum panel cannot possibly work up 
4 bie practice. because he simply has not the time. His 
SA.R. patients fill his consulting rooms; private patients tire 
of waiting to see him and go to his opposition. 

Finally, | want to point out to Dr. Baum that we make no 
difference in our attention to S.A.R. and private patients. 

L. O. Vercueil. 
P.O. Box 20, 
Maraisburg, 
Transvaal. 
23 September 1951 
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Guiding Principles 
in Estrogen Therapy 


Because estrogens are usually required 
over prolonged periods, 
the preparation chosen should be: 


@ Similar in activity to nature’s own hormone; 
@ Easily administered by the patient herself; 
@ Relatively free from side reactions: 


inexpensive. 


ESTINYE «vies 


ESTINYL (ethinyl estradiol), a derivative of the natural 
follicular hormone, embodies these desirable attributes. 
In the menopause one tablet of 0.05 mg. daily usually 
suffices, but two or three tablets may be used daily to 
control severe symptoms. 

ESTINYL Tablets 0.05 mg. (pink) and 0.02 mg. (buff) in 
bottles of 100, 250 and 1000 tablets. 


Trade-Mark ESTINYL—Reg. U.S. Pat. Of 


Selering CORPORATION + BLOOMFIELD, N. J. 


CANADA, SCHERING CORPORATION LIMITES, 
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SIGN IS YOUR SAFEGUARD 


When selecting an insulin, doctors in all parts of the world 


have long preferred to signify Insulin A.B., realising that 


the sign “ A.B.” is a guarantee of excellence. It is a 


safeguard for both doctor and patient. The preference 


for Insulin A.B. is based on trust and experience— 


on the knowledge that the sign “A.B.” ensures 


INSULIN A.B. all that can be desired in quality and performance. 


INSULIN A.B. 
Globin Insulin (with zine) A.B. 


Protamine Zine Insulin A.B. 


Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD., LONDON. THE BRITISH DRUG HOUSES LTD., LONDON. 
Distr: 
ALLEN & HANBURYS (AFRICA) LTD _— BRITISH DRUG HOUSES (SOUTH AFRICA) 
(Incorporated in England) (PROPRIETARY) LTD. 
40911, Smith Street, Dunsan. 123, Jeppe Street, 


Mepicat Science has been built up from 
many years of careful research. 

Printing owes its modern developments to 
years of careful research and 
trial. We are anxious to place 
the benefit of these developments 
at your disposal, consult us. 


“Print and Progress 
with the Times” 


“CAPE TIMES LIMITED 


CAPE TOWN ; P.O. Box 764 Phone 11-2010 
Sales Office: St. George's St. P.O. Box I! Phone 2-963! 
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322 Loveday House, Marshall ; 
P.O, Box 321, Phone 
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The Medical Association of South Africa 


Die Mediese Vereniging van Suid-Airika 
AGENCY DEPARTMENT : AG GENTSKAP AFDELING 


JOHANNESBURG 
Medica! House, 5 Esselen Street. Telephones 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(Pr $30) Johannesburg Partnership practice plus Solus practice 
Mainly non-European. Present income £3,600 p.a. Premium 
for quick sale £1,250 

(Pe O.V.S.-praktyk Goeie 
geneesheer met aanleg vir snywerk. Alle fasiliteite. Medisyne 
word aangemaak. Moet tweetalig wees. Jaarliks inkomste 
£2,400. Ejienaar gaan verder studeer. Premie vir klandiesie- 
waarde, instrumente en voorrade, £1,500. Een maand introduk- 
sie sal gegee word 


MEDICAL EQUIPMENT 


(1/019) Zeiss microscope. Condition as new. £55. 
(1/020) * Standby * mode! Baumanometer. £10. 
(1022) Klinostik Auroscope with Ophthalmoscopic attachment. 


geleentheid vir algemene 


£3. 

(1023) Heavy based Irrigator stand, height adjustable, complete 
with glass flask and hook to carry vacolitre flasks. £7. 
(1024) Bausch & Lomb microscope. Condition as new 
high and low power lenses. Two eye pieces. £60 


Ou. 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 
PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(821) Eastern Province hospital town. Gross cash receipts 
£2,200. Premium required £850 which includes drugs, furni- 
ture and instruments valued at £350. Mainly non-European 
at present but with definite scope for future. 
(673) Natal. Average gross receipt £1,650 p.a. 
Premium required £1,275. 
scope for expansion. 
situated on 1} 


Prescribing. 
One appointment £200 p.a. Good 
Double-storied seven-roomed house 
acres and separate surgery building for sale at 
£6,500. Surgery may possibly be rented by arrangement at 
approx. £8 p.m. Picturesque surroundings. Climate notably 
cooler than that of the coast. 
(746) Large dispensing practice, mainly non-European. Average 
annual cash receipts approx. £5,200. £5,500 required for 
premium, drugs and surgery furniture. Details on application. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 

(788) Cape Town and Suburbs. 
to seven weeks. 
(776) Noord-Kaaplandse hospitaaldorp. Vir vier tot ses weke 
vanaf Desember of Januarie. £2 2s. per dag plus losies plus 9d. 
per kartoelae. Asook reiskoste gelykstaande aan 
eersteklas-retoerkaartjie. 
(813) Kaapstad. Vir voorstedelike 
lik na 8 Desember vir vier to ses 
inwoning. Kar word verskaf. 
(814) Cape Town suburb. From 


From 12 December for six 


praktyk so spoedig moont- 
weke. £2 2s. p.d. plus vry 


27 December for 16 days. 
£2 2s. p.d. plus board and lodging. Preferably married gentile. 


(780) Transkei hospital town. 
p.d. plus hotel expenses. 
appointment. 

(816) Cape Town 
partnership practice. 
arranged. 


VENNOOTSKAP VERLANG : PARTNERSHIP REQUIRED 


(811) Partnership share in Cape or Natal in predominantly 
English-speaking practice with min. net. income £2,500 p.a. 


For month December. £2 2s. 
Car provided. Practice with DS. 


suburb. From 1 to 31 
Car could be supplied. 


December for 
Salary to be 
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NEW TEXTBOOKS 


for the 
HIGHER EXAMINATIONS 


This new series of textbooks combines brevity with clarity 
and accuracy. No padding. No space wasted on in- 
essentials. Specially written for candidates preparing 
for the higher Examinations 

HANDBOOK OF MEDICINE for Final Year Students 
4th Edition. By G. F. WALKER, M.D., M.R.C.P., 
D.C.H. Pp. 305. Price 25s. net 

Previous editions have met with an enthusiastic reception. 
Valuable for M.R.C.P. candidates 

‘Whatever hundreds of Medical books vou have, get this 
one.”—S.A. Medical Journal! 

‘To have covered such an enormous field in such a handy 
little volume is a feat of which Dr. Walker may feel proud.’ 
Cambridge U. Med. Magazine. 

HANDBOOK OF CHILD HEALTH 

By AUSTIN FURNISS, L.R.C.S., L.R.C.P., D.P.H., 
L.D.S. Valuable for D.C.H. and D.P.H. candidates. Price 
25s. net. 

‘Dr. Furniss has written a useful little book. Students 
working for the D.P.H. and D.C.H. will find this a helpful 
volume. — British Medical Journal 
HANDBOOK OF MIDWIFERY 
By MARGARET PUXON, M_D., M.R.C.O.G. 
Price 25s. net 

“Can be thoroughly recommended as a suitable guide to 
modern obstetric practice”. Post’ Graduate Medical 
Journal 

“Presents a practical manual 
ness and sound practicality 
British Medical Journal 
HANDBOOK OF VENEREAL INFECTIONS 
By R. GRENVILLE MATHERS, M.A., M.D.(Cantab.), 
F.R.F.P.S., Ph.D. Pp. 116. Price 12s. 6d. net. 

‘Remarkably successful in getting nearly all that students 
and practitioners require into fewer than 120 pages. 
British Medical Journal. 

HANDBOOK OF OPHTHALMOLOGY 

By J. H. AUSTIN, D.O(Oxon.), D.O.M.S., R.C.S 
Just published. Pp. 344. Price 30s. net. Specially written 
for candidates preparing for the D.O.M.S. and D.O. 
(Oxon.). 

“Contains a wealth of information in short compass.” 
Guy’s Hosp. Gazette 

‘An excellent book for the ophthalmic House Surgeon. 

Lond. Hosp. Gazette. 
HANDBOOK OF DENTALSURGERY & PATHOLOGY 
By A. E. PERKINS, L.D.S., R.C.S.. H.D.D(Edin.) 
Just published. Pp. 430. Price 30s. net. An indispensable 
book for the F.D.S.. H.D.D. and other higher dental 
Examinations. 

*The work is valuable to dental students and practitioners 
both for examination purposes and for reference U.CS. 
Magazine 
HANDBOOK OF PSYCHOLOGY 
By J. H. EWEN, F.R.C.P., D.P.M. Just published. 
Pp. 215. Specially written for the D.P.M. Examinations 
Price 25s. net. 

HANDBOOK OF GYNAECOLOGY 
By TREVOR BAYNES, M.D., F.R.C.'S.. M.R.C.O.G. 
Price 15s. net. 


Pp. 326. 


real merits of complete- 
the text is up to date~ 


Order now from all Medical Booksellers or direct from 
the Publishers 


SYLVIRO PUBLICATIONS LTD. 
19 WELBECK STREET, LONDON, W.! 
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se for all common anemias... 
B,.. Folie Acid, Iron and Vitamin C—in a single Capsule 


Rubraferate supplies four extremely important blood- 

Bech Rubojerese Capeule contains: building factors in a single Capsule. Hence, Rubraferate 
offers specific therapy for all common anemias. 

Vitamin Biz 4.17 micrograms 

Pale Acid 0.28 milligrams Vitamin By2 and folic acid are necessary for normal 


megaloblast maturation... iron and vitamin C are needed 


Ferrous Sulfate exsic. 130 milligrams 
Resstbic Acid SO milligrams at the normoblast stage. In Rubraferate you have an 


‘ nt which provides nutrients and stimulants which 
Bottles of 25, 100 and 1000 


act over the entire range of red blood cell production, 


“Rubraferate’ te Trademark of F R. Squibb & Sons 


Rubraferate 


Squibb Biz, Folic Acid, Iron and © 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


TRAVEL 
is A WONDERLAND 


The line to wonderland is clear. What 
youngster ever lived who did not weave 
romance around a railway, or dream of the 
open road, or of the crystal highways of 
the air? Such thoughts remain with us 
today as we travel the wonderland of 
South Africa. 

veer And we can have a special 


2 » ores 
ca pride that the great transpor- 
lation system which serves 
so great a land on rail, = 
in the air, and on the road : 


wwe UClongs to us. 


SOUTH AFRICAN 


RAILWAYS — AIRWAYS 
ROAD MOTOR SERVICES 
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KLIM is full-cream 
milk in powdered form — 
SAFE, PURE and ALWAYS 

DEPENDABLE 


FIRST 
IN PREFERENCE 
THE WORLD OVER S 


THE BORDEN COMPANY (South Africa) (Pty.) Limited 
Argus House, 63 Burg Street, Cape Town 
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Peocillin 


THE NEW ANTIBIOTIC 


Benzylpenicillin-diethylaminoethylester hydriodide 


The ANTIBIOTIC 


for 
selective penicillin therapy 
in lung tissues 


PHARMAKERS (PTY.) LTD. 


215-6 Gibraltar House, Regent Road, Sea Point, CAPE TOWN 


Registered Agents for 
LEO PHARMACEUTICAL PRODUCTS COPENHAGEN 


ANASTHETIC ETHER 


Manufactured by 


| 
THE NATAL CANE BY-PRODUCTS L10. 


OF MEREBANK 


* Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 


of Standards. 
imported Ether. 


Equal to the finest 


In cases, each containing 
x | Ib. Amber Coloured Bottles, 
similar to those used in Europe. 


For further information please write to the selling Agents 


| C. G. SMITH & CO. LTD, 
301 Smith Street, P.O. Box 43, Durban 


(Pty.) Led., C. G. Smith & Co., Led., 

P.O. Box 565. P.O. Box 1314 ,Cape Town. 
Courlanders’ Agencies, 

P.O. East London. 


(5) 
FOR THE RELIEF OF 
HYPERTENSION 
HEPVISC is a New Hypotensive Agent 
combining Mannitol Hexanitrate (8 mg.) 
with Viscum Album (50 mg.) in one 
tablet. 
It effectively relieves Hypertension and 
controls subjective symptoms. 
DOSAGE: 
TWO TABLETS THREE OR FOUR 
TIMES DAILY 


Supplied in bottles of 50 tablets 
Literature and Samples on request 


PHARMACAL PRODUCTS (PTY.) LTD. 
P.O. Box 784 ° Port Elizabeth 
Agents for 
THE ANGLO-FRENCH DRUG CO. LTD., 

LONDON W.C.1 
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Transvaalse Provinsiale Administrasie 
VAKATURES BY PUBLIEKE HOSPITALE 


Aunsocke word ingewag van katndidate met geskikte kwali- 
tikasies vir die onderstaande poste by Publicke Hospitale in 
die Transvaal 

Aansoeke moet gerig word aan die Verantwoordelike 
Geneesheer van die betrokke Hospitaal en moct volle besonder- 
hede bevat aangaande die ouderdom, professionele, akademiese 
en taal-kwalifikasies, ondervinding en huwelikstaat van die 
ipplikant en moet voorts ‘n aanduiding bevat van die vroegste 
datum waarop diens aanvaar kan word 

Alerdsdorp: NVerantwoordelike Geneesheer (1), £1,000 « 50 
£1.200. Sal Admuinistratiewe werk ook doen 

Levdsdorp Yeeltydse verantwoordelike Geneesheer (1) 
£475 per jaar. Sal administratiewe werk ook doen 

Levdsdorp: Deeltydse geneeskundige beampte (1), £170 per 


Pretoria. Klimiese assistente (3) (Departement van Interne 
Geneeskunde), £620 780-820 — £860 

Pretoria: Rondreisende Radioloog (1), 
Moet ‘n opgeleide praktisyn wees. Plus per jaar 
ontberingstoelac 

Van die persone wat aangestel word, sal verwag word om 
bevredigende sertifikate in te dien, asook om hulle te onder- 
werp ain geneeskundige ondersoek by die  betrokke 
hospitaa 

Aansoekvorms is verkrygbaar van die Provinsiale Sekretaris, 
Departement van Hospitaaldienste, Posbus 383, Pretoria 

Benewens jaarlikse salaris ontvang voltydse werknemers op 
die oomblik lewenskostetoelac, spoorwegkonsessie en word 
verlop toegestaan ooreenkomstig die hospitaal verlofregulasies 

Dic sluitingsdatum van aansoeke vir die pos is 5 November 
1951 (31549) 


Public Service Commission 

VACANCIES IN THE PUBLIC SERVICE 
1. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 
Gazettes of this week. inviting applications for the under- 
nentioned posts 


Depariment 


Post 4{dmunistration Salary Scale 
(i) Chief Medical Orange Free State £1,100 « £1,250 
Inspector of Provincial Adminis- 
Schools tration 
District Surgeon) Health (East Lon- £720 « £900 - 
don and Pieters- £1,020 
burg) 
(ii) Medical Officer Health (Durban and £600 « 30-—-£840 
Nelspoort) plus privileges of 


quarters, rations, 
fuel, light and 
laundry 
In addition to salary a cost-of-living allowance at the 
rate of £256 per annum (married) and £80 per annum (single) 
is payable at present 
3 It ts emphasized that full and detailed particulars of 
qualifications and = previous experience (including military 
service) must be furnished but original certificates and testi- 
montals should not be submitted. Application forms (27.83 and 
PSC. 8&8 (1) are obtainable from the Secretary, Public Service 
Commission, Pretoria, to whom filled-in forms must be 
addressed 
4. The closing date for the receipt of applications ts 
17 November 1951 (31447) 
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Wankie Colliery Company Limited 


Applications are invited from male medical practitioners for 
appointment as assistant medical officer at the Company's 
Collieries at Wankie, Southern Rhodesia ; 

Applicants should have special experience of 
gynaecology and obstetrics and a knowledge of tropical 
medicine and hygiene would be desirable. 

The assistant medical officer will be required to work under 
a senior medical officer and in conjunction with one other 
assistant medical officer. He will be required to attend both 
European and African populations. . 

Commencing salary: £1,500 per annum, plus cost-of-living 
allowance which at the present time would amount to tl2 16s. 
for a married man and £6 8s. for a single man per month. 
The commencing salary mentioned ts inclusive of an allowance 
in lieu of professional practice fees 

Free house, fuel, light, water and sanitary services 

Up to three personal servants, who may be engaged by 
the Medical Officer, which will be rationed and housed free 
of charge by the Company. 

The assistant medical officer will be required to supply 
his own car which will be maintained and lubricated free of 
charge by the Company. 

The Company will also make a petrol allowance 

Leave—Casual: Seven days per annum. 

Annual: Thirty days per annum 
Long (every five years): Ninety days. 

Pension Scheme. 

Applications stating age, qualifications, experience, and the 
names of three persons to whom reference can be made. should 
be forwarded to the Secretary, Wankie Colliery Company 
Ltd.. 19 St. Swithin’s Lane, London, E.C.4, so as to be 
received not later than 15 November 1951. Applicants resident 
in Southern Africa are requested to forward copies of the 
application which they address to London, to The General 
Manager, Wankie Colliery Company Ltd., Wankie, Southern 
Rhodesia, for information 


City of Port Elizabeth 
VACANCY: HEALTH DEPARTMENT 
ASSISTANT TUBERCULOSIS OFFICER 


Applications are invited for the position of assistant 
tuberculosis officer in grade 4 (£735 « 48--£975) per annum. In 
addition to the salary stated, a cost-of-living allowance will 
be payable if the appointee is a married person. If the 
appointee is single, a cost-of-living allowance will be payable 
where the salary of such appointee does not exceed £936 per 
annum. 

The successful applicant will be required to commence duty 
on | January 1952. 

Experience in modern methods of tuberculosis treatment is 
essential. 

Further particulars may be obtained from the Medical 
Officer of Health. 

Applications must reach the undersigned not later than 
10 November 1951. 

Municipal Notice No. 364 dated this 9th day of October 
«(G.A. 70.) 

G. H. Brewer 
Acting Town Clerk 


Assistantship Required 
Young married Jewish doctor seeks assistantship or assistant 
ship with view to partnership in Johannesburg or Reef. Has 
had experience in large general practice, experienced in 
anaesthetics and has worked in specialized chest hospital. Own 
car. Available immediately. Write A. L. P.O. Box 643, 
Cape Town 


Locum Required 


Orange Free State country town. Locum required for four 
weeks, from December 1951 until the end of January 1952. 
Excellent experience, both medical and surgical, £2 10s. per 
day plus board and lodging. Write to ‘A. L. R.’, P.O. Box 
643. Cape Town. 


“~ Mepicat House, 35 Wale Street, Cape Town. 


+. Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MEDICAL ASSOCIATION OF SOUTH AFRICA, 
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S.A. TYDSKRIF VIR GENEESKUNDE 


ARENTERAL administration of Luminal promptly tones down 
nervous system excitement. Whether manifested as convulsions, 
psychic agitation or pernicious vomiting, nervous overactivity is 


controlled profoundly and for prolonged periods with Luminal in 
adult doses of from } to 3 grains. 


By prescribing Luminal, certainty of therapeutic result and accurate 
dosage is assured. For, when Luminal is specified in your pre- 
scription there is no valid excuse for the substitution of something 
else. Hundreds of published clinical reports testify to its therapeutic 
efficiency. Your preference for the pioneer brand of phenobarbitone 
is therefore well-founded. 


LUMINAL 


The pioneer brand of phenobarbitone 
BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


Box 9536 Box 2461 
JOHANNESBURG DURBAN 
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urticaria, hay fever, itching atopic dermatoses, and in certain 
canes OF vasumator and sinusitis, and certain cases 


Abbott’s long-acting antihistaminic of low toxicity 4 
: 
j \ 


